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FRACTURE OF THE NECK OF THE 
FEMUR.* 
Joun Reeve, M. D., 
DeLand, Fila. 

The title of my paper indicates a very 
large subject, and it will be only possible for 
me to give merely an epitome of the most 
salient points connected with it as I have 
seen them, or know them to be. 

I think I can venture to say that we—not 
one of us—are never anxious to be called to 
a case of fracture of the neck of the femur, 
or, for that matter, to a fracture of any part 
of the femur. It means, to any of us, an 
infinite amount of care and trouble, and, do 
what we will, the results are only very excep- 
tionally satisfactory, and I believe it to be a 
generally admitted fact that accidents to this 
bone cause more dissatisfaction to patient 





and surgeon alike than any other bone in the 
body. 

I will not go into the minute anatomy of 
the bone and adjacent joint, but merely 
mention the structures which concern us 
most in this fracture: the acetabulum, the 
head and neck of the femur, the trochanters 
—major and minor—the capsular ligament 
and the synovial membrane that lines it, the 
ilio-femoral ligament and the ligamentum 
teres, or round ligament. The muscles act- 
ing on this fracture are the external rotators, 
the pectineus, the glutei and the ilid-psoas ; 
these muscles are the active agents in pro- 
ducing the eversion and rotation outwards. 
The shortening is caused by the action of 
parts of the glutei, the rectus femoris, the 
semitendinosus and the semimembranosis. 
The ilio-psoas also aids in producing this 





*Read before the forty-third annual meeting of 
the Florida Medical Association at Arcadia, May 
10-12, 1916. 
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symptom. Speaking of this last muscle, the 
ilio-psoas, reminds me of the fact that it 
causes us more trouble than all the others 
combined in fractures from the middle of the 
femur upward, being a compound muscle 
and having a very extensive origin from the 
lower dorsal and lumbar vertebra as well as 
the body and crest of the ilium. From this 
origin it passes downward and is inserted 
into the trochanter minor, and the shaft of 
the femur below, and who of us has not seen 
its action in drawing the upper fragment of 
a fractured femur, upward and outward, 
almost at right angles with the rest of the 
bone? It was to counteract the action of this 
muscle that the double inclined plane was 
suggested and used, but for obvious reasons 
it is useful only in exceptional cases. 
Etiology. 

This fracture is often the result of a very 
slight accident, occurs most frequently in 
persons over fifty and is much more common 
in women than men. A fall on the floor, or 
a trip in walking may cause it. Usually the 
force is from below, upwards: thus, a fall 
upon the knee, or stepping into a hole in the 
pavement without actually falling, or even 
muscular action, alone, may be sufficient. 

The change in the angle of the neck of the 
femur from an oblique to almost a right 
angle, which often occurs in the aged, as 
well as loss of organic substance in the bone 
itself, rendering it more brittle, are contrib- 
utory causes. This condition is called senile 
atrophy, and a fracture occurring under 
conditions above enumerated would usually 
mean that the neck of the bone was broken 
within the capsule and just below the head. 

In younger persons, a fall upon the tro- 
chanter may cause fracture of the neck of 
the femur, but we would expect more force, 
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or violence, and the break would most likely 
be at the base of the neck, above, or through 
the trochanter. 

Symptoms and Diagnosis. 


Fracture of the neck of the femur is a 
comparatively frequent accident, and it us- 
ually occurs at one of two points—in the 
small part of the neck just below the head, 
or at the base of the neck, just above the 
trochanter. The first is called intra-capsular, 
the other extra-capsular; but as a matter of 
fact, these fractures are hardly ever of one 
type, the capsular form running outside of 
the capsule, and the extra-capsular running 
into the capsule: and as the two forms of 
fracture can not be diagnosed one from the 
other, except by the use of the X-ray— 
which should always be used when possible 
—and as the treatment of both is identical, 
the term “fracture of the neck of the femur” 
is sufficiently indicative of the condition. 
Hence the title of this paper “Fracture (in- 
stead of ‘Fractures’) of the Neck of the 
Femur.” 

Get first the history of the case and get 
it minutely. This is important. Then look 
at the posture the patient has assumed as he 
lies helpless in bed before you touch him. 
He is usually on his back with the leg 
shortened and rotated outwards, and the foot 
everted. The function of the leg is com- 
pletely lost, and he can not raise it from the 
bed in the slightest degree; it may be per- 
fectly straight, but is generally slightly 
flexed at the knee. You will probably also 
notice some swelling in front of the joint 
and over the trochanter. You will also notice 
that the trochanter is displaced, upward and 
outward, by the action of the glutei and ilio- 
psoas, this displacement sometimes being 
very marked. According to authorities, this 
symptom is not constant in this fracture, but 
I have invariably found that, unless there 
was impaction, the trochanter was higher up 
than usual, and more prominent. 

The eversion and shortening may at first 
be very slight—in fact may be entirely 
absent—but later they will be sure to appear. 


As for crepitus, one of the symptoms usually 
mentioned and expected, you do not always 
get it; and it is well not to be too energetic 
in your efforts to find it, for, apart from the 
injury you may do, as a diagnostic symptom 
you do not need it. All you do need is this: 
the history of a fall on the hip, knee, or foot, 


not necessarily a severe one in an elderly. 


person, with entire loss of power in the leg 
and acute pain on attempted motion. That's 
a fracture of the neck of the femur—and we 
should treat it as such. 

It is a great help in diagnosis, if it is pos- 
sible, to have your patient out of bed, on the 
sound leg; then you can use your eyes as 
well as your hands, and nothing can escape 
you, as the symptoms are intensified in this 
position. 

As a rule it is impossible for a patient to 
tolerate the slightest weight upon the limb, 
without causing intense pain. There are, 
however, exceptions to this, as Hamilton 
gives examples of patients, who, with this 
fracture, have not only stood upon the leg, 
but have walked some distance, this being 
possible by the fact that the capsule, and 
probably the periosteum, was not torn, or, 
where the fragments were not displaced, an- 
other possibility being that the fracture was 
impacted. Hamilton is one of the best of 
authorities, but statements of this character 
may generally be taken “cum grano salis.” 

It has also been noticed occasionally that 
there was inversion of the foot, instead of 
eversion, which is usual, but this is a rare 
occurrence. We must bear in mind the fact 
that the external rotators are a much strong- 
er set of muscles than those which antago- 
nize them, and also that there is a natural 
tendency for the foot to fall outward when 
at rest. 

Separation of the epiphysis in the young 
simulates fracture of the neck very closely, 
having the shortening, the eversion and 
other symptoms. The history of the case 
and the age of the patient will be the chief 
diagnostic points. 

I have never seen a case of inversion of 
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the foot in this fracture and only one of 
separation of the epiphysis, the latter in a 
girl of fifteen. 


It is just possible to mistake dislocation of 
the head of the femur, upwards and for- 
wards upon the pubes, for a fracture of the 
neck, as the leg is shortened and rotated 
outward—and it is well to remember that 
this is the only dislocation of the femur 
presenting these symptoms—but the usual 
immobility is present in a marked degree in 
this dislocation, and the head of the bone 
can almost invariably be felt in its abnormal 
position, which at once indicates the nature 
of the lesion. 

Pathology. 

The pathological condition of this frac- 
ture is, of course, never uniform. In the 
intra-capsular variety, the line of separation 
is usually in,the upper and small part of the 
elow the head and separating it 
from the rest of the bone. It may be quite 
transverse, but is often oblique, running 
from below upwards. This is the form of 
fracture occurring in the very old, and gen- 
erally from very slight causes, and in which 
the union, if there is any, is more often 
fibrous than bony. 

The fracture at the base of the neck, 
extra-capsular, is often accompanied by 
splitting of the trochanter, with impaction 
of the bones. We expect, and almost always 
Occasion- 


neck just 


get, bony union in this location. 
ally, the amount of callus thrown out is ex- 
cessive, even interfering with the motion of 
the joint after union is complete. The cause 
of this is the fact that the vascular supply 
to this part of the bone is abundant and is 
increased by the irritation naturally attend- 
ing the injury. 

The within the 


fracture higher up, 


capsule, depends almost entirely for its 
nutrition upon the vessels of the periosteum, 
and this membrane is often torn from its 
connections and otherwise injured, thus 
interfering very seriously with the blood 
supply of the part. The vessels of the round 
ligament help, but not materially, and as a 


result the vitality of the head of the bone is 
entirely lost, and a false joint is formed be- 
tween the parts, and occasionally the head of 
the bone is entirely absorbed. 

Sir Ashley Cooper for a long time taught 
that bony union of an intra-capsular frac- 
ture was imposible, but he found that he was 
wrong and frankly admitted it in these 
words: 

“For example, when the fracture is 
through the head of the bone, with no 
separation of the fractured ends, when the 
bone is broken without its periosteum being 
torn, or when it is broken obliquely, partly 
without and partially within the capsule, I 
believe that bony union may occur.” 

Prognosis. 

It appears to me that patients meeting 
with this fracture can properly be divided 
into three classes. 

The first class are the very old whose 
vitality is low and who can not stand the 
shock and other necessary and usual symp- 
toms, and are sure to die. 

The second class are also old, but have 
more vital energy, who with proper treat- 
ment, or even lack of treatment, get well in 
the course of time, the treatment of the frac- 
ture being always secondary to that of the 
person. 

The third class are comparatively young, 
who can stand the shock and the treatment 
necessary. Toa patient of this class we can 
usually promise a fairly useful limb, with 
strong fibrous or bony union, almost, if not 
quite, as good as the other. We can also 
promise him that it may not be quite 
straight, that it may be from half an inch to 
two inches shorter than it should be, and 
that the foot may turn outward when he 
walks, and it is wise to tell him of these 
probable possibilities, or he may think we 
do not know. 

Treatment. 

The indications for treatment in this frac- 
ture, and every other fracture, are to place 
the broken fragments in apposition and keep 


them so. This is easier said than done, but 
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we must always bear in mind the fact that 
every patient is entitled to just the amount 
of treatment he can tolerate and no more. 

Surgery, like medicine, is one of the un- 
certain sciences, and this fact is illustrated 
in no better way than by the usual results in 
the treatment of fractures. 


Impaction of the fragments, in this lesion, 
is said to be of common occurrence, and we 
are told by authorities that we are not in any 
way to interfere with this impaction. Theo- 
retically, this may be all right, but prac- 
tically it is all wrong. Impaction in this 
fracture may force the lower fragment—the 
femur—into an improper position and keep 
it there, and it certainly means shortening. 
There are no positive symptoms indicating 
impaction, but supposing it to be present, 
how much of it will be left after our efforts 
at diagnosis followed, probably, by exten- 
sion and counter-extension ? 

The splint, apparatus, or appliance, which 
will help us treat this fracture with satisfac- 
tion to our patients, as well as teé ourselves, 
has not yet been conceived. 

No one appliance will meet all indications, 
and I will simply refer to those in general 
use, without going into detail. 

Here we need extension and counter-ex- 
tension, and “Buck’s” extension splint is 
probably used in this country more than any 
other, but ‘““Hodgen’s” suspended apparatus 
is fast superseding it. The main points of 
difference are these: 

In the Hodgen’s splint the weight of the 
limb itself is the extending force. The 
pulley is used, but’instead of being at the 
foot of the bed, as in Buck’s, it is in the ceil- 
ing of the room, and the traction can be 
made more or less, by changing the angle 
of the supporting cord. The ilio-psoas, and 
other muscles, always tense in Buck’s, 
always antagonizing us, are relaxed, as is 
also the knee joint. In other words, we are 
relaxing muscles instead of compressing 
them—using science instead of force. That 
the extending force of the Hodgen’s sus- 


pended split has a certain amount of elastic- 
ity, instead of being rigid, as in Buck’s, 
makes these points possible, without in the 
least interfering with its utility as a splint. 

Immobility, which is supposed to be the 
active principle of all splints, is very much 
obviated by the use of this apparatus. We 


are too apt to forget that we are treating . 


muscles, and their functions, as well as 
bone, and the class of patients we almost 
always have with this fracture will not bear 
rigid appliances for any length of time, but 
with this suspended splint, the patient can 
move around in bed and help himself in 
many ways. 

The double inclined plane is very useful, 
but only in exceptional cases. 

The plaster of Paris bandage around both 
hips is heavy, and, although used occasion- 
ally, is not a popular dressing and should 
never be used as a first splint to any frac- 
ture: afterward, it can be applied, in some 
fractures, with great satisfaction. But the 
padded band, made of surcingle material, 
four to six inches wide, often gives great 
comfort in this fracture, and is occasionally 
the only form of dressing we can use. 

Direct fixation of the fragments by metal, 
or bone, pins or wire, is now used—in fact, 
almost as a matter of routine—where there 
is delayed, or non-union, or improper union, 
where there is a sequestrum, as occasionally 
occurs in this fracture, when the head of the 
bone loses its vitality, or where a separation 





of the epiphysis occurs. In fracture of the 
olecranon, or patella, it is the operation of 
choice. The use of the X-ray is here im- 
perative, and the improved surgical technic 
is such that we may usually expect a favor- 
able result, but when I was a student I was 
taught that opening up a simple fracture for 
any purpose whatever was simply making a 
compound one of it, and using retention 
material of any kind was merely introducing 
foreign material into a wound, which nat- 
urally enough at that time was considered 
very bad surgery. 
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FRACTURES AT THE ELBOW.* 
R. A. Ery, M. D., 
Tampa, Fila. 

When the writer was a senior at college 
Dr. E. P. Davis in his final lecture on 
obstetrics concluded his remarks by saying: 
“Gentlemen—What you have learned in my 
lectures, in the laboratory, in the maternity 
and your actual experiences will constitute 
25 per cent of your efficiency in obstetrics— 





inclined to even try it. The father of one 
of the following cases had to be reasoned 
with when the writer put up the fracture in 
this way. He has a poorly functionating, 
badly maimed elbow that was treated by the 
anterior splint and when he saw the simple 
method that was used he perhaps wondered 
whether he had not made a mistake in select- 
ing his doctor.- This method was recom- 
mended for all fractures at the elbow except- 


Case IV. Showing degree of flexion after fracture and separation of olecranon. 


the other 75 per cent must be supplied by 
your. common sense.” This statement is 
almost generally applicable to the science 
of medicine and particularly to the subject 
in hand. When Mr. Robert Jones of Liver- 
pool conceived his method of treating frac- 
tures about the elbow common sense evolved 
simplicity. Here was a method that was so 
uncomplicated that at first many were dis- 


*Read before the forty-third annual meeting of 
the Florida Medical Association at Arcadia, May 
10-12, 1916. 


ing fractures of the olecrana, yet in the 
series following, two of the cases had frac- 
tured olecrana besides supra-condyloid frac- 
tures, and it was concluded that this position 
was promising of the best results and the 
mobility of the joint at this time justifies this 
conclusion. 

Fractures, like other cases in medicine, 
run in series and in a few weeks the writer 
had four elbow fractures in children at the 
ages of 3, 4, 7 and 11 respectively. 


First Case: Impacted fracture of the ex- 





70 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


ternal condyle with olecranon fractured and 
separated. 
Second Case: 
with short lower fragment over-riding shaft 
on posterior aspect; there was considerable 
swelling and it was not reduced for 4 days. 
Third Case: Supra-condyloid fracture 
with posterior over-riding of lower frag- 


Supra-condyloid fracture 


ment. 


making a comfortable cuff of necessary stiff- 
ness at the wrist. This was snugly pinned 
with safety pins. A wider bandage was 
used in two or more thicknesses to encircle 
the neck, this facilitated bringing the hand 
to the neck to maintain flexion, later by 
loosening these pins permitted the forearm 
to be lowered an inch at a time which could 


be measured by the holes in the bandage. In 





Case IV. Showing degree of extension after fracture and separation of olecranon. 


Fourth Case: Impacted fracture of ex- 
ternal condyle with olecranon fractured and 
separated from its shaft. 

It will be seen that two of this series had 
fractured olecrana and they were all treated 
the same way after complete reduction. 

The dressing was extremely simple. A 
gauze bandage of suitable. width for the 
patient was cut into double layers between 
which was placed a layer of absorbent cot- 
ton. The edges were sewed with the thread 


two cases the hand was gradually approxi- 
mated to the desired position as the swelling 
subsided so that in a few days the ball of 
the thumb was resting on the neck. After 
complete fixation to its highest point the 
wrist was left there for ten days. Then low- 
ered an inch every day, every day carrying 
the arm as high up and flexing it as much as 
possible. After the arm has been extended 
in this way until the extreme limit of ex- 
tension is reached, it must still be protected 
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by a sling so that there may not be too much 
extension, forcible or accidental. Then the 
patient was instructed to gradually carry 
increasing weights, meanwhile exercising 
the limit of flexion every day so as to touch 
the shoulder and other movements ensuring 
the desired end. 

The results in all of these fractures is ex- 
cellent and the function in each of them is 
more than could be expected by any other 
treatment. The boy in the accompaning 
cuts was the oldest and can throw a ball as 
hard after three months as ever and has 
practically nothing to show that he had one 
of these treacherous fractures. 

Conclusions. 

1. Fracture of the olecranon in children 
is no contraindication for the use of Jones’ 
position. 

2. This method is extremely simple and 
the chances of ankylosis are less than any 
other method. 

3. The flexion tends to hold the frag- 
ments in better apposition than splints would. 

4. From the very beginning the patient 
is able to feed himself should the other hand 
become disabled. 


A STUDY OF 184 BLOOD EXAMINA- 
TIONS FROM THE STANDPOINT 
OF THE MALARIAL INDEX IN 

ACUTE FEBRILE CONDI- 
TIONS.* 


J. S. Turpervitte, M. D., 
Century, Fla. 


In a study such as proposed here one must 
impose certain conditions in order to make 
the data as uniform as possible. Also, while 
not necessary for the establishment of the 
malarial index, it is desirable to learn other 
lessons that may present themselves in this 
study. 

This study was begun February 10, 1913, 
and ended May 11, 1916. The reason for so 
small a number of examinations recorded 
will be apparent when the conditions are 
It represents only a small 
total blood examinations 


enumerated. 
number of the 
made. 

The conditions imposed were as follows: 

(1) That quinine should not have been 
given within a week of the taking of the 
specimen. This includes all forms of chill 
and fever tonics. 
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*Read before the Escambia County Medical Society at Pensacola June 13, 1916. 
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(2) That the blood be taken and ex- 
amined without regard to the clinical 
diagnosis. 

(3) That each specimen must be ex- 
amined for at least half an hour. 

(4) That the patients from which the 
specimens were taken must have fever. 

The lessons learned will appear in the dis- 
cussion of the data. Table I gives the data 
in tabular form. 

I am offering this with an apology for the 
small number of cases studied. However, I 
hope someone with more time and ability 
will take it up and enlarge on it. Now fora 
consideration of the data. 

You will note that 184 blood examinations 
were made, 95 males, 89 females, 139 whites 
and 45 colored. Of the 184 specimens ex- 
amined 57 were found positive for malarial 
organisms, thus giving a percentage of 34. 
Of the 95 males examined, 36 were found 
infected, giving a percentage of 37 plus; the 
89 females showed 21 infections, a percent- 
age of 23 plus; 139 were whites with 45 
infections, a percentage of 32 plus; and 45 
were colored people with 12 infections, a 
percentage of 26. 

Malarial infection was diagnosed clinic- 
ally 57 times, with positive microscopic find- 
ings 36 times, thus giving a percentage of 
65 for correct clinical diagnosis. 

No clinical diagnosis was made in 62 in- 
stances, the other 65, not shown in the table, 


represents those common every day, easily 
recognizable febrile conditions found in the 
practice of the average doctor. I wish here 
to call your attention to the margin of error 
in clinical diagnosis, which I think is greater 
than shown in this series of examinations. 
This error of 35 per cent or more is one that 


we should eliminate from our death certifi-. 


This 


error is one thing that causes discrimina- 
tion against the South by life insurance com- 


cates and from our morbidity lists. 


panies. I notice in my notes of these cases 
and blood examinations that I became in- 
creasingly inexpert in clinical diagnosis as 
time went on, as shown by greater frequency 
‘no diagnosis.” I do not regard 


of the words 
this as a bad sign, but think that I have been 
made more careful about what I record. 
This I think is a good argument for keeping 
case records. 

Now I wish to call your attention to the 
right side of this chart. You will notice that 
the greater number of examinations were 
made during the hot months, and that the 
greater number of infections were found 
then. You will notice in the graphic rep- 
resentation that there is a rise in February, 
a fall in March and April, a rise in May, a 
fall in June and July, a great rise in August 
and September. The line begins to fall with 
pretty high index for October, to almost 
zero in December. 
the February high point. May and the latter 


[ am unable to explain 


Table II—Communities represented in this study. 





Total Examinations. 


EE Sov css peng dose | | 133 
be re | 11 
| ne | 6 
| SSCA fer e | 2 
Bluff Springs ........ 16 
Ee | 1 
Pine Barven ......... | 1 
WIE 5 2 Sic. ures ae ons 1 
Camps (Alabama) ... .| 1 
Wawhbeek ........... | 1 
Chumuckla ....... ee 2 
BEE id tdomsive eos | 1 
Re ee 1 


Positives. Per Cent. 


11 30.8 

2 18.1 
| 1 16.6 

0 
| 9 56.2 
| 0 | 0.0 
| 1 | 100.0 
| 0 | 0.0 
1 | 100.0 
| 0 0.0 
| 2 100.0 
| 0 | 0.0 
| 0 | 0.0 
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part of August, September and October 
represent the periods of comparative drouth 
following the early 
Contrary to 


or infrequent rains 
spring and summer wet spells. 
what is generally thought, malaria is not 
frequent during wet spells, for at this time 
the larval mosquitoes are washed away by 
big rains. It has been my observation that 
malarial infections begin about two or three 
weeks after floods or wet spells. 

Since my residence here it has been my 
observation that we have pretty constantly 
wet spells in June, July and the first part of 
August. If we will consider the few cases 
in the spring months as carriers, and that 
the big rains in June, July and August are 
unfavorable for the development of mos- 
quitoes, we have the explanation for the 
high point of infection reached in September 
and October. 

I show in Table II the localities represent- 
ed. Century leads in the number of ex- 
aminations, showing an index of 30.8 per 
cent. Bluff Springs leads in the propor- 
tionate number of infections, showing an 
index of 56.2 per cent. McDavid and Floma- 
tion are near together. However, with a 
greater number of examinations I do not 
think there would be any difference in their 
indices from Century. I think Bluff Springs 
too high, notwithstanding the fact that this 
locality has always had a great number of 
cases of malaria. 

Now, does this approach correctness? I 
can not say, as the study is not based on a 
sufficient number of examinations. I sub- 
mit this for what it is worth. No compari- 
son has been made, nor literature examined. 
My purpose in this study is that I may 
interest others so that a sufficient number of 
examinations may be made that approxi- 
mately correct conclusions may be drawn. | 
would urge, however, that the same condi- 
tions be followed that are laid down in the 
beginning of this paper, otherwise there will 
be no uniformity of results, and consequently 


no means of comparison. 
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SOME OF THE SYMPTOMS OF 
PANCREATITIS.* 
M. G. Cuancey, M. D., 
Tampa, Fla. 


An irritation of what has been aptly called 
the “salivary gland” of the abdomen, a gland 
situated deep under the upper abdominal 
viscera in a veritable “hermit kingdom,” the 
natural defenses of which emphasize its im- 
portance, the most important gland con- 
cerned with digestion, but in spite of its nat- 
ural defenses it is not invulnerable and when 
involved in pathology perhaps more often 
escapes the recognition it deserves than any 
other viscus of its size and importance in 
the human body. Its vulnerable points are 
approached through its duct connections, 
through its 

A gland, 

which the 


contiguous infections, and 

blood and lymphatic supply. 
the pathologic symptoms of 
internist frequently attributes to catarrh 
of the stomach, chronic dyspepsia, chronic 
liver complaints, and chronic malaria, a 
gland which the average surgeon too super- 
ficially explores, but a gland which the 
surgeon indirectly does more good than he 
often realizes by his operations on the vari- 
ous foci of abdominal infections in general, 
and on the biliary passages in particular. A 
gland, the secondary symptoms of which, be- 
ing more noticeable than the symptoms of 
the primary (pancreatic) disease, too often 
confuses the internist with the result that the 
majority of these cases in the past have 
escaped recognition ante-mortem and post- 
mortem, unless the pathologist looks the 
situation over microscopically, as illustrated 
in the case which I am going to report. My 
certificate gave chronic enterocolitis as the 
primary cause of death, but autopsy findings 
proved that pancreatitis, concurrent with or 
sequential to cholecystitis and cholelithiasis, 
was the somewhat dubious but undoubted 
primary disease. The symptoms of choleli- 
thiasis, of cholecystitis and of cholangitis 


*Read before the forty-third annual meeting of 
the Florida Medical Association at Arcadia, May 
10-12, 1916. 
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are so much in evidence in so many of these 
cases as proven by analysis of several hun- 
dred cases as to make these symptoms of 
special interest. 

Mr. M.., fifty-three years of age, born in 
Illinois, moved to Florida, lived in Central 
America, South America, and Cuba for the 
last twenty-five years. Twenty-three years 
ago developed typhoid fever and jaundice, 
two years later had a severe bilious attack 
with much tenderness over the liver and 
jaundice, which gradually cleared up in 
about three weeks. Ten years later he had 
a biliary colic (?), with agonizing continu- 
ous type of pain associated with jaundice. 
Under the influence of his physician’s 
anodynes and palliatives, the pain and ten- 
derness gradually subsided and in about 
twenty days he was able to resume his work. 
He was temperate in habits with the excep- 
tion of being a heavy eater, indulging freely 
in hot peppers, raw onions, avocado pears, 
and all kinds of tropical fruits to which he 
attributed his indigestion. Seven years ago 
he noticed his stools gradually changed to 
a diarrhceic semi-fluid consistency, having 
from one to eight stools a day. His tongue 
and mouth became sore at frequent inter- 
vals, and the oral irritation and his diar- 
rheeic stools were a source of annoyance, 
and at times a great discomfort, throughout 
the succeeding vears. He became weakened 
and emaciated, disabled and bed-ridden for 
the last eighteen months of his illness. Ulcers 
were of frequent occurrence on margin of 
tongue and buccal mucous membrane—his 
tongue would cleave to the lips and roof of 
the mouth, and he could only detach it with 
much difficulty and pain. 





His gastric symptoms were at first not so 
troublesome. An aversion to food existed 
only when his oral irritation was acute, but 
he frequently vomited after supper or dur- 
ing the night, and was nauseated more or 
less daily for the last year of his illness. 
“Gaseous indigestion’ caused him much 
distress, which was relieved by passing 
flatus. His stools became semi-solid, almost 


formed under the use of emetine and bi- 
carbonate of soda, which he said were the 
first formed stools he had passed in five 
years, but within two weeks’ time lapsed 
back into the typical frothy diarrheic stools 
in spite of emetine. His stools contained 
much mucous and traces of lientery—they 


were of a grayish putty color, full of air- 


bubbles, very copious, especially his early 
morning stools. They were so frothy at 
times as to float high because of numerous 
uncollapsed air bubbles. They had the odor 
of albuminous putrefaction, a fatty, mucoid, 
greasy coating would line the test tubes and 
cling to the walls like a thin coating of 
melted butter. Microscopically the stools 
were negative to animal parasites, but posi- 
tive to fat, meat fibers and occult blood, and 
other undigested food. The urinalysis was 
negative except for indican and polyuria. 
The pulmonary, circulatory, and lymphatic 
systems were negative. The nervous system 
was negative except ideas slightly of the 
grandiose variety. His finger nails were un- 
clumped, the extensor surfaces of hands and 
forearms were rough and irregular, the site 
of much exfoliation of epidermis. Face and 
back of neck presented a milder degree of a 
similar trouble except one or two patches of 
horny epidermis near the nose, that would 
exfoliate and at intervals of three or four 
months recur. Petechial hemorrhages ap- 
peared in the skin on these surfaces about 
thirty days prior to death. The skin pre- 
sented a sallow and relaxed appearance. The 
skin of the abdomen was wrinkled and 
glistening, and markedly relaxed, particu- 
larly after passing the copious morning stool 
and troublesome flatus. He presented the 
picture of progressive anemia, progressive 
weakness, and progressive emaciation (from 
185 to 90 pounds). 

His vision, audition, and olfaction were 
normal, his genito-urinary history negative. 
Wassermann reaction negative. His re- 
flexes were all normal. There was no pain 
that could be detected on palpation any- 
where except in the mouth, and occasionally, 
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pains caused by _ excessive 


Necropsy revealed evidences of 


distention 
metorism. 
diffuse enterocolitis, the gall bladder slightly 
contracted, walls thick and fibrous contained 
three well faceted stones. The gall bladder 
orifice of the cystic duct was occluded by a 
fibrous growth, but the common duct and 
pancreatic duct were patulous—the pancreas 
was slightly atrophic and woody hard to 
palpation. Spleen and liver were slightly 
contracted. 

Abstract of microscopic examination by 
Dr. Birge showed: “Spleen thickened in 
capsule and trabeculi, the spleen pulp ap- 
parently atrophic but otherwise not mark- 
edly abnormal. The pancreas on sectioning 
showed no normal pancreatic cells in the sec- 
tions. The fibrous structure of the pan- 
creatic gland fairly well preserved with ap- 
parently a large amount of necrotic material 
—the remains of the glandular cells. No- 
where throughout the sections was there any 
evidence of a normal pancreatic gland. The 
growth in the gall bladder referred to above 
is a fibrous growth showing no evidence of 
malignancy and is undoubtedly of traumatic 
origin.” 

The symptoms of sprue and the symptoms 
of pellagra compare so beautifully with the 
symptoms of chronic pancreatitis with its 
train of toxic and secondary symptoms, as 
observed in the clinical course of this case, 
that I but recite the principal symptoms of 
both sprue and pellagra in reporting it, and 
remind you that neither of these diseases 
are recognized as separate and distinct 
disease entities. On the contrary, they are 
as yet denied such classification, and fur- 
ther I beg to remind you that if pellagra or 
sprue is characterized by a condition of 
symptoms resulting from the ingestion of an 
unbalanced diet, it is at least reasonable to 
assume that imperfect digestion of a per- 
fectly balanced diet would be productive of 
a similar chain of symptoms, and while these 
two pseudo diseases produce group symp- 
toms of pancreatitis they are of value as 
diagnostic symptoms only in proportion as 


we find other associated confirmatory symp- 
toms. 

The biliary symptoms constitute another 
illustration of the group symptom of pan- 
creatitis, and is strongly suggestive of pan- 
creatic disease, as you will see from the 
group case reports I have procured from 
men doing surgery extensively, and who are 
recording their findings for the advance- 
ment of medicine. Of ninety-nine cases of 
cholelithiasis, in 1911 Deaver' found forty- 
five showing alterations in the pancreas. In 
three cases of acute hemorrhagic pancreatitis 
reported by Bindsley? stones were found in 
all of them, and all had antecedent pains in 
upper abdomen at times ascribed to gall 
stones. In thirty-two cases affected with 
cholelithiasis twenty-two were operated up- 
on by Kehr’*, eighteen of which showed in- 
volvement of the pancreas. In twenty-four 
cases reported by Korte* cholelithiasis 
existed in twenty-one. In sixteen cases 
analyzed by Dietrich® cholelithiasis was 
found in operation, or at necropsy in eight. 
In eleven necropsies at the London hospital 
on acute hemorrhagic pancreatitis, gall 
stones were present seven times. In an 
analysis of one hundred and five cases of 
pancreatitis Egdahl* found in forty-four 
cases the disease followed gall stones. Of 
one hundred and thirty cases of pancreatic 
affections culled from the surgical clinic of 
the German Hospital in Philadelphia’, 
seventy of them showed positive association 
with cholelithiasis. I infer from the nature 
of the operations performed, that of the one 
hundred and thirty-six cases, all except 
nineteen were associated with, if not caused 
by, infections of the biliary passages. Osler** 


1 Deaver, John B., Jour. A. M. A., January 4, 
2925, p. £. 

2 Bindsley, Hospital Stidende, Copenhagen, April 
5, Vol. LXII, No. 15, pp. 449 to 480. Abs. Jour. A. 
M. A., May 23, 1914. 

3 Kehr, Practical Medicine, series 1910, Vol. XI, 
p. 491. 

4 London Lancet, January 1, 1914, pp. 1 to 58, and 
the British Med. Jour., January 2, pp. 1 to 56. Abs. 
in Jour. A. M. A., January 30, 1915, p. 471. 

5 International Clinics, 24th series, Vol. III, p. 219. 

23 McKenna, John B., Providence Med. Jour., 
November, 1915, p. 323. 
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found that forty-five out of one hundred and 
five cases were associated with gall stones. 

These clinical cases 
above fifty per cent cholelithiasis relation to 
pancreatitis. Robson,® the pioneer in this 
work, claims that sixty per cent of his cases 
of stone in the common duct had pancreatitis. 
Robson’s observations are higher by ten per 


represent slightly 


cent and exclusive of any cases included in 
the above five hundred and thirty-six cases, 
which indicates that fifty per cent pancreatic 
disease relation to cholelithiasis is conserva- 
tive. If we should include the infections of 
the biliary passages not associated with 
lithiasis this per cent would grow higher. 
pancreatitis 
Hospital,* 


Of seventy-nine cases of 
operated on in the German 
seventy-two or ninety-one per cent showed 
infections in the bile ducts. McKenna® says: 
“The Mayos found the pancreas involved in 
sixty per cent of all their operations on the 
gall tracts.” They also state that eighty-one 
per cent of pancreatic disease is the result of, 
or coincident with gall stones, and that in 
Mayo’s experience it was found that pan- 
creatitis was four times as frequent when the 
stones were in the common duct as when 
they exist in the gall bladder. 

These five hundred and thirty-six clinical 
cases exclusive of Robson’s observations, 
and exclusive of the seventy-nine other 
clinical cases, and exclusive of Mayo’s find- 
ings, should be proof that if we are able to 
diagnose gall stones by roentgenology, 
or other means, we should know that at 
least fifty per cent of our cases are sugges- 
tive of pancreatitis even if not declarative of 
some form of pancreatitis, even if they 
appear to be entirely latent and in the gall 
bladder, and if in our gall stone cases we 
make careful urinalysis and stool examina- 
tions a routine matter, we will be able to 
detect disease of the pancreas earlier which 
is a matter of great importance, as it is 


6 Practical Medicine, series 1909, Vol. II, p. 512. 
7 International Clinics, 24th series, Vol. III, p. 213. 
8 McKenna, John B., A Plea for the Study of 
Pancreatitis, in Providence Medical Journal, 
November, 1915. 





practically homicidal to allow this gland to 
become much diseased without prompt rec- 
ognition. 

Schmidt® says: “Important in making a 
diagnosis of chronic pancreatitis is the 
history of a former illness which checks well 
with the symptoms of acute pancreatitis; 


that a summary of the chemical tests used ° 


for the detection of pancreatic ferments are 
only confirmatory of stool appearance, and 
very rarely, if ever, are they diagnostic; 
that it is of more clinical value to depend 
upon the evidence of incomplete digestion as 
found in the stools; that the stools are 
characteristic of enterocolitis and are second- 
ary to pancreatitis, contain mucus, blood, 
and undigested food; that the circumspect 
clinician can clear up the catarrh enough 
under treatment to eliminate much of the 
mucus, when he can test for fat, meat fibers, 
striated and nucleated meat fibers and starch 
cells, the latter at times so escapes digestion 
as to react to iodine; that pancreatitis and 
cholithiasis are a frequent combination of 
symptoms; that fever if present in chronic 
pancreatitis is usually due to infections in 
the bile passages; that of all diagnostic 
symptoms the bowel movement is of the 
utmost importance; that bowel movements 
in advanced cases on ordinary mixed diet 
are copious and the fat content very appar- 
ent; that in the ordinary diet chosen by the 
patient the fat will cover the stool as if a 
thin coat of melted butter was poured over 
it (Schmidt's Diagnostic Stool), a symptom 
which occurs in the stool of no other disease 
and is pathognomonic of pancreatitis; that 
this steatorrhoeic stool, in order to be not 
only diagnostic but pathognomonic, must 
occur unassociated with excessive ingestion 
of fats, and must occur while the patient is 
on ordinary mixed diet of his accustomed 
choosing.” 

Now that we have a_ pathognomonic 
symptom based on the characteristic greasy 


® Adolf Schmidt, Advances in Pathology _and 
Therapy of Pancreatitis, Muenchener Medizinische 
Wochenschrift, August 4, 1914. 
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stool, the butter stool, the question of deter- 
mining the best quantitive test for the detec- 
tion of fats excreted in the feces for compari- 
son with the fats ingested is important, and 
the one that requires no microscope, the one 
that any physician can make within an hour’s 
time, is the test devised by Laws and 
Bloor:'® It consists in extracting with 
acidified alcohol and ether, filtering the ex- 
tract, then precipitating the fat in a watery 
solution and comparing the cloudy suspen- 
sion so obtained with that of a similar 
standard solution—this is the rapid method 
of determining fat in the feces. 

Schmidt also says: “A transitory glyco- 
suria is suggestive of pancreatitis.” 

Opie" says: “In the eighty-seven per 
cent of the cases of diabetes we find an affec- 
tion of the Islands of Langerhans, so that 
glycosuria, when considered in its relation 
to other symptoms, becomes an important 
diagnostic symptom of not only pancreatitis, 
but the type of pancreatitis, and it appears 
reasonable to believe that the polyuria of 
diabetes insipidus is due to a type of non- 
destructive irritation of the Islands of 
Langerhans, or to a circumscribed inter- 
stitial pancreatitis. 

Einhorn! says: “If we find a diabetic with 
great weakness, loss of weight and dyspeptic 
symptoms, we must think of disease of the 
pancreas; if, in addition, examination of 
duodenal contents shows deficient pan- 
creatic activity the diagnosis of chronic pan- 
creatitis is almost certain; that since Opie 
has found affection of the Islands of Langer- 
hans in eighty-seven per cent of diabetics, 
we can generally make a diagnosis of chronic 
pancreatitis in such cases without much diffi- 
culty (for it is clear that disease of these 
islands will lead to secondary involvement 
of the surrounding tissues of the pancreas) ; 
wc, HL Laws, Ann Arbor, and W. R. Bloor, 
Boston, American Journal Diseases of Children, 
Chicago, March 11, pp. 177 to 244. Abs. in J. A. 
M. A., March 18, 1916, p. 918. 

11 Opie, E. L., On the Relation of Chronic In- 
terstitual Pancreatitis to the Islands of Langerhans 


and to Diabetes Mellitus, Exper. Med. 
12Rinhorn, Max., J. A. M. A., July 10, 1915, p. 153. 


that notwithstanding large quantities of food 
ingested these patients continue to lose 
steadily in weight; that pancreon, together 
with alkali administration because of the 
beneficial influence in replacing the missing 
pancreatic secretion, is a therapeutic proof 
of pancreatitis, and in cases unaccompanied 
by glycosuria, glucose solution by Murphy 
drip would prove of value as a therapeutic 
test for pancreatitis in connection with the 
above medication.” 

Darner™ says: “Although it is a com- 
paratively easy matter to diagnose a severe 
inflammation of the pancreas, it is not so 
when the condition has become chronic. 
Absence of icterus in long standing cases 
point to a benign shrinking ; that Schmidt’s 
test meal with appearance of more than 25 
per cent of fat, muscle fibers and azator- 
rhoea in stools ; examination of the ferments 
with Wolgemuth, Gross, Muller, Jackman, 
Schmidt’s nuclear test, Boldereff’s oil 
breakfast, examination of the stomach after 
fasting (Darner) and the duodenal pump 
(Einhorn) all can only show that there is a 
deficiency of secretion. 

In the Roentgen diagnosis calculi causing 
chronic inflammation can be demonstrated in 
the pictures, and their findings point to a 
benign nature of the disease. There is also 
often seen a well-marked filling of the 
duodenum, which is well shown in the 
Roentgen pictures. This symptom is especi- 
ally present in carcinoma of the head of the 
pancreas where the duodenum becomes dis- 
tended around the growth and the duodeno- 
jejunal flexure is markedly compressed or 
angulated.” 

Schmidt, speaking of chronic pancre- 
atitis, finds: ‘Knowledge of this disease is 
not so far advanced as in the acute forms 
of pancreatic inflammation, because opera- 
tions which would allow an inspection of 
the organ are much more seldom performed 

13 Darner G., Indurative Pancreatitis Consequent 
Upon Cicatricial Formation in the Pancreatic Duct. 
Deutsch Arch. of Klin. Med., Leipz., 1915, Vol. 


CXVIII, p. 72. 
14 Schmidt, Adolf, Post Graduate, December, 1913. 
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in the chronic form; that some physicians 
doubt the possibility of a sure diagnosis of 
the chronic form, but he thinks this opinion 
is wrong and cites a case. Man of fifty had 
an unexplained attack of severe colic, yomit- 
ing, complete obstruction of bowels, slight 
jaundice, complained of digestive trouble 
afterwards. Stool formerly normal became 
gradually abundant, fatty appearance, some- 
times diarrhea with mucus, loss of weight. 
The stool is the only abnormal sign; 
peculiarities best studied by test diet, abun- 
dant, pulpy, perhaps not so dark colored as 
normal, whole mass covered by thin layer 
of fat which coagulates immediately after 
defecation. Extracts of the mass contain no 
tryptic ferment ; indigestion of the nuclei as 
proved by Schmidt’s test is sufficient. Re- 
action of the feces is acid, urine free from 
albumen and sugar, but after 100 grams of 
dextrose given with the breakfast distinct 
traces of sugar may be seen by Trommer’s 
test that decisive symptoms for diagnosis are 
given by the features of the feces alone—that 
expert observers may discover these symp- 
toms in marked cases without using the test 
diet, but it facilitates a diagnosis of chronic 
pancreatitis and also makes it sure to the 
same or higher degree than by chemical 
analysis of absorption. The loss of weight 
is proportionate to the diminution of the 
gland secretion. Schmidt’s patient had an 
earlier attack which looked like hemorrhagic 
pancreatitis. Pancreatic stones are also 
symptomatic. The diarrhea begins with 
short relapsing attacks and ends in a chronic 
state; functional disorders of the pancreatic 
secretion are frequently associated with 
serious digestive disturbances, but in certain 
organic lesions of the gland we may miss for 
a long time any digestive defect. The func- 
tion of the stomach glands may remain 
undisturbed for a long time. If glycosuria 
of spontaneous or alimentary character is 
present it is of great diagnostic value, but 
it is frequently missing for the reason that 
the inflammation seldom destroys the Islands 
of Langerhans—sometimes it appears only 
in periods of exacerbation. Schmidt says 


that the authors who published the so-called 
specific tests of pancreatitis hoped to dis- 
cover occult cases of the disease, but they all 
failed although they may complete the 
symptomatology established by a careful 
observation of the feces; that the preceding 
ulcer of the duodenum, or attacks of gall 


stones may help to clear up a doubtful case. - 


Schmidt says the only trustworthy method 
of inquiring into the pancreatic ferments 
consist in aspirating the duodenal contents, 
that one can not always assume that pains 
in the upper part of the abdomen originate 
from the pancreas; that he has never felt a 
resistance in the epigastric region corre- 
sponding to the indurated pancreas, and that 
he is inclined to believe that such resistances 
may be referred to infiltrations from ulcers, 
or gall bladder disease (the causes of pan- 
creatitis ) not the pancreas itself, as chronic 
inflammation of the organ usually leads to 
its reduction in size. 

Sucha’’ finds: “It is not easy to state the 
symptoms of pancreatitis. The first point 
is: that the mischief usually occurs only in 
persons who have suffered for a long time 
with cholelithiasis. It is not common to find 
the onset of pancreatitis marked by acute 
pain. The condition is usually insidious in 
its developments, but even in cases where 
pain occurs the patient has already suffered 
from gall stone colic, either at the time or 
on previous occasions, and in most cases is 
caused by a stone occluding the common 
duct. The simplest method of making a 
test for trypsin is by placing a half ounce of 
triturated feces in a small glass and placing 
therein a Rumpel’s Gelodurate capsule filled 
with powdered charcoal, and keeping at a 
temperature of 98.6. If trypsin is present 
the capsule is dissolved and the charcoal 
is discharged coloring the contents. If 
absent, the capsule will not be dissolved. 
Somewhat less direct than these labor- 
atory methods is the inability of the patient 
to take large quantities of carbohydrates 
without suffering a considerable amount of 


15 Sucha, Relation of Pancreatitis and Choleli- 
thiasis, West Med. Review, 1914, Vol. XIX, p. 119. 
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discomfort ; that the presence of sugar in the 
urine in the severer forms of chronic pan- 
creatitis appears to be quite common. The 
presence of alimentary glycosuria; that is, 
the appearance of sugar in the urine after 
the administration of 100 grams of glucose 
appears also to be common, and is a test that 
should be more frequently employed. 

Haines"® says: “All agree as to the futility 
of chemical tests in the diagnosis of acute 
pancreatitis while a large per cent of failures 
and a lack of confidence on the part of the 
discoverers of some of the more prominent 
tests render that application of extremely 
doubtful value as symptoms in chronic types 
of the disease. One of the latest tests is that 
of Wollgemuth and Noguchi; they found an 
increase in the amount of diastase in the 
blood and urine following injuries to the 
pancrea, and they think it a valuable symp- 
tom. Crippling adhesions in the right upper 
quadrant of the abdomen, empyema of the 
gall bladder, stone in the common duct, and 
perforating ulcer of the posterior wall of 
the stomach, are some of the frequent fore- 
runners and concomitants of chronic pan- 
creatitis. He has not seen a case of chronic 
pancreatitis which was not associated in 
some manner with one or more of the above 
lesions, but it is these factors which become 
our chief source of error in the scheme of 
symptoms. Pain, vomiting, and shock may 
and do present as symptoms in most of the 
serious intra-abdominal lesions, but in their 
suddenness of onset, severity and persistence 
are found the special characteristics of these 
symptoms when induced by acute pan- 
creatitis. Exploratory incision is the only 
method of precision in diagnosticating a 
case of acute pancreatitis. 

Barker’s! clinical study of seven cases of 
acute pancreatitis reveals the fact that three 
described similar attacks at long intervals 
antecedent to the attack for which they 
sought surgical help. In one case there was 
history of a very severe abdominal pain and 


16 Haines, W. D., Pancreatitis as a Factor in 
Digestive Disorders, Lancet Clinic, Cincin., 1914, 
Vol. CXI, p. 169. 

17 Barker, Arthur E., Acute Pancreatitis, Lancet, 
London, 1914, Vol. I, p. 159. 


shivering in a prior attack, causing him to 
roll on the floor, and lasting some hours. In 
two cases there was much gastric trouble 
for sometime previous to the attacks, in an- 
other there were frequent bilious attacks. 
The onset of the attack in all cases was 
strikingly sudden, except one in which four 
weeks of pain after food elapsed before the 
condition became grave. Sudden and severe 
pain in the epigastrium was the first and 
most prominent symptom. This was always 
very intense and in one case there was palor 
and marked cyanosis—the temperature in 
all was relatively low at the onset. Pulse 
rapid, gradually increasing while losing 
tension—vomiting was usual at the onset, 
but not so prominent a feature later. The 
vomitus was usually bilious with mucus. 

Mehliss** summarizes the symptoms of 
eight cases of acute pancreatitis: Previous 
history of gall stone colics in which the pain 
assumes greater intensity, patient cries out 
with pain. Severe collapse symptoms aided 
in the diagnosis. Patients speak of peculi- 
arity of the pain, in each of the eight cases, 
saying that it was intensely greater in 
degree as compared with biliary colics. In 
four, there was pain in the left epigastrium 
in typical location, with no reflex rigidity of 
muscles in left area. The suddenness and 
severity of the pain and collapse were 
significant symptoms. The sudden’ intoxica- 
tion, due to fat necrosis, explains the collapse 
symptoms, which, if accompanied with sugar 
in urine, makes pancreatitis more certain. 
The confusing symptom of Ileus, due to 
peritoneal irritation, was the only symptom 
in the way of accurate diagnosis in these 
eight cases. With the above chain of symp- 
toms in fat persons who have had previous 
gall stone attacks we may assume the condi- 
tion is acute pancreatitis. 

Mayo” says, in practicing a routine ex- 





24 Mehliss, Magdeburg Hospital, April 6, 1915, 
issue of Muenchener Medizinische Wochenschrift, 
p. 472. 

25 Mayo, W. J., Cholecystitis Without Stones or 
Jaundice, in Its Relation to Chronic Pancreatitis, 
Amer, Jour. M. Sc., 1914, Vol. CXLVII, pp. 469-474. 

27 McNeil, H. L., Diagnosis of Pancreatitis, with 
Report of Seven Cases, Tex. State Jour. of Medi- 
cine, September, 1915, Vol. XI, pp. 227-282. 
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amination of the contents of the abdomen, 
he has been surprised to find how. frequently 
the pancreas showed enlargement, indura- 
tion, and nodulation which would have 
justified a diagnosis of chronic pancreatitis 
if some disease of the biliary tract had been 
the original lesion, but in which there was 
no symptomatic evidence that pancreatic 
inflammation existed. Well marked cases of 
chronic interlobulary pancreatitis involving 
the head and often the entire pancreas 
present conclusive evidence of pancreatitis. 
Such extreme evidences of chronic pan- 
creatitis are seldom found without infection 
of the biliary tract, but, in cases less marked, 
the evidence is often insufficient to establish 
the diagnosis especially when neither gall 
stones nor jaundice are present. There is 
still another group of cases in which chole- 
cystitis of the chronic type without gall 
stones and without jaundice is accompanied 
by undoubted chronic interlobular pan- 
creatitis. In such cases there is no dilation 
of the common duct nor is the gall bladder 
distended. 

Loop*® believes that pancreatitis is not 
always recognized and that many cases are 
called acute indigestion; that given a soft 
glandular organ, with various avenues for 
infection, producing powerful enzymes, 
themselves capable of great harm, can it be 
doubted that acute pancreatitis is more 
prevalent than is commonly supposed. Pain 
may closely simulate left renal colic. Pain, 
severe, sudden, followed, rarely preceded, 
in a few minutes by vomiting. Distention 
of upper zone of abdomen, he and many 
others think, should always excite suspicion 
of acute pancreatic disease ; extreme tender- 
ness, greatest over right rectus, while pain 
is greatest over left, he believes also is the 
rule. Constipation, but not total obstruc- 
tion of bowels, both flatus and feces reward- 
ing efforts to move the bowels, but without 
giving relief of symptoms, which would be 
26 Loop, R. G., Acute Pancreatitis, With Re- 
port of a Case Successfully Diagnosticated and 


Operated, Buffalo Med. Jour., September, 1914, 
Vol. LXX, pp. 83 to 88. 


the case in acute intestinal obstruction. Face 
expresses pain, anxiety and gravest danger; 
skin palid, dusky hue. No reliance what- 
ever can be placed on glycosuria; that with 
these symptoms, particularly with a history 
indicative of gall-bladder disease, diagnosis 
of acute pancreatitis is at cence warranted. 


A distinctive symptom is, the bowels are not 


absolutely locked, high enemate will 
always produce some result but without 
relief. Mesenteric thrombosis will be with 
difficulty differentiated, but in this condition 
after first onset there is usually an intermis- 
sion of symptoms for a few hours or a day 
or so; obstruction of bowels is complete and 
dark blood is usually obtained with fecal 
matter washed from lower bowel. 

He reports a case on which he operated 
in which the diagnosis lay between acute 
intestinal obstruction and acute pancreatitis. 
Against the first was the great pain and that 
flatus and feces were passed. Numerous 
areas of fat necrosis in omentum and 
mesentery but not in the fat of abdominal 
wall proved diagnosis correct. 

Strong’’ says: “Pancreatitis, both acute 
and chronic, is more common than is gener- 
ally supposed, and yet it is probably rare 
enough to make it wise to put these cases on 
record as they arise.” He had four cases of 
pancreatitis of the hemorrhagic variety. “A 
typical case of hemorrhagic pancreatitis runs 
about as follows: Sudden acute onset, with 
excruciating pain in the epigastric region 
between the umbilicus and ensiform car- 
tilage, vomiting and great prostration, facial 
expression anxious, profuse perspiration, 
high pulse (110 to 160) with a low tempera- 
ture, generally not much above 100, rigid 
abdominal wall, perhaps some distention, and 
frequently hiccoughs. The bowels may move 
at frequent intervals, typical yellowish brown 
stools the consistency of, and looking like 
fat—the so-called fatty stool—or the bowel 
action may be absolutely paralyzed. The 
suffering is intense and one is seldom capa- 
ble of giving the patient relief.” 

18 Strong, S. Meredith, Long Island Medical 
Jour., 1914, Vol. VIII, pp. 739 to 342. 
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The symptoms of acute hemorrhagic 
pancreatitis overshadows the symptoms of 
cholelithiasis and biliary colic as surely as 
the symptoms of biliary colic and biliary 
infections obscure the symptoms of chronic 
pancreatitis. I have had two cases that I 
now think were acute hemorrhagic pan- 
creatitis. I was not able to verify my 
diagnosis, however, in either case. 

The first one, a male, 47 years of age, 
presented a picture of agonizing pains in 
the epigastrium, with vomiting. He gave a 
history of previous coliky pains in right up- 
per abdomen with gas, nausea, vomiting and 
jaundice, with recurrent attacks of acute 
indigestion. The present attack, however, 
was more intense in onset, pains were more 
of a continuous agonizing type, growing to 
marked prostration and_ collapse. His 
suffering was so little mitigated by anything 
I did or did not do, and so intense as com- 
pared with his former attacks, that he 
readily assented to calling in a surgeon. 
Morphia in reasonable dosage, to my 
surprise, failed to relieve him. Temperature 
varied from normal to 100, pulse losing in 
volume and increasing in rapidity. Died in 
about thirty hours from onset of attack. 

My second case, a boy of eight years, was 
kicked in epigastrium by a horse, and said 
“furyation,”’ vomited 
thirty-six hours. 


he suffered like 
repeatedly, and died in 
The intensity of suffering increased, ab- 
breviated respiratory movements, cyanosis, 
vomiting, low temperature, and rapid pulse, 
prostration, and threatening collapse, were 
the most noticeable symptoms. 

Murphy’ says: “The pain of acute pan- 
creatitis is so striking, so much in contrast 
with anything else, that you just naturally 
arrive at a diagnosis by the intensity of the 
symptoms. The pain is prostrating, the 
attack fulminating—it is far worse than a 
colic, worse than a perforation, and acute 
hemorrhagic pancreatitis (and mostly all 
the acute types of pancreatitis are hemor- 
rhagic in varying degrees) is commonly the 


9 Murphy, John B., August, 1915, Clinics. 


sequence of cholecystitis, calculous or non- 
calculous. It is an acute fulminating lesion 
—indeed there is no lesion so severe in on- 
set and none that causes such intense con- 
tinuous pain or collapses the patient so 
much. It just goes right on paining each 
second a little more than the second before, 
and the pain is enormously greater than the 
pain of perforated gastric or duodenal ulcer. 
The above symptoms are typical in nearly all 
details, and the regular course of the disease 
is, first, the gall stone attack; second, the 
fulminating pancreatitis 
sequential to the cholecystitis and that an- 
other form of pancreatitis, the pancreatic 
cyst, is usually sequential to acute hemor- 


hemorrhagic 


rhagic pancreatitis. 

Linder® says: “The most striking feature 
of this condition, clinically, is the so-called 
acute abdomen with evidence of peritoneal 
disturbance in the upper abdomen.” 

McKenna”! says: “The clinical picture 
of the acute type of pancreatitis is one which 
would, at a glance, impress the physician 
with the gravity of the patient’s condition. 
The onset marked by sudden excruciating 
pain, deep-seated in the epigastrium. “With 
the pain there is copious persistent vomiting, 
suggesting intestinal obstruction. However, 
the vomiting never becomes stercoraceous. 
Deep epigastric tenderness not detected by 
light pressure soon follows the pain, the 
lividness of the lips, the cold extremities, the 
leaden hue of the entire body, indicate the 
extreme collapse which is perhaps the most 
marked symptom.” 

Barker’s analysis of seven cases ; Strong’s 
typical symptoms based on four clinical 
cases; Murphy’s recitation of the typical 
symptoms, and the regular clinical course ; 
Linder’s observation of the acute abdomen, 
and McKenna’s clinical picture of verified 
cases, and the two suspected cases of mine 
(one the first patient after graduation and 
Georgia State Board examination) impress 

20 Linder, Surg. Gyn. and Obstets., February 
20, 1915. Abs. J. A. M. A., March 6, p. 859. 


21 McKenna, Providence Medical Journal, No- 
vember, 1915. 
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me with the importance of acute pancreatitis. 
But if acute pancreatitis is important, 
chronic pancreatitis is more important. The 
symptoms of acute pancreatitis either 
terminate fatally within a few hours, or else 
shade into chronicity. Acute pancreatitis 
kills quickly, while chronic pancreatitis kills 
not so quickly but even more surely, and in 
greater numbers. 

McKenna says, speaking of chronic pan- 
creatitis: “There is usually an antecedent 
history of indigestion, jaundice is frequently 
observed and is apt to be more continuous 
than the jaundice seen in common duct 
stones. Emaciation is a marked feature. 
There may be attacks of pain, but the pain 
is not influenced by the ingestion of food (a 
striking symptom in differentiation from 
gastric, pyloric, or duodenal ulcer). In thin 
subjects it is sometimes possible to detect an 
enlarged and tender pancreas across the 
abdomen. The most important sign is the 
discovery of muscle fibers in the stools, 
showing pencreatic insufficiency occurring 
only in pancreatitis.” He reports a case: 
“A middle aged man suffered for a long 
period from indigestion, then came a period 
in which he had attacks of pain in the upper 
abdomen, these attacks of pain became more 
frequent and were followed by jaundice. 
Having no thought of the pancreas, a diag- 
nosis of cholelithiasis was made. Operation 
disclosed a slightly distended gall bladder 
in which no stones could be felt, but upon 
palpating the pancreas the head was found 
to be enlarged and decidedly nodular, giving 
the impression of malignancy. The gall 
bladder was opened and drainage kept up 
for three weeks, with the result that the 
patient has experienced no further trouble 
since the operation about five years.” 

Deaver*? speaking with special reference 
to chronic pancreatitis, says: “Pancreatitis 
is common, not rare. Its presence should be 
suspected in all cases of obscure upper ab- 
: 22 Deaver, John B., Acute Surg. Diseases of the 
Pancreas, Phila. Med. Jour., 1915, and Jour. A. M. 
A., January 4, 1913, p. 1, and Deaver and Pfeifer 


on Chronic Pancreatitis, reprint from Annals of 
Surg. for June, 1914. 


dominal indigestion. It possesses, in com- 
mon with chronic gastric duodenal and 
biliary diseases, the property of exciting 
more or less epigastric distress or pain, 
which may radiate to the hypochondria, or 
to the back, together with nausea and vomit- 
ing. In some cases, when the Islands of 


Langerhans are extensively diseased, glyco- . 


suria is an accompaniment that is easy to 
recognize, and the most startling develop- 
ment of the last few years is the frequency 
with which the lesser degrees of pancreatic 
inflammation are found by the surgeon, 
particularly in connection with infections of 
the biliary tract. The mortality of acute 
pancreatic disease is high and will remain so, 
the condition is troublesome and treacher- 
ous, and the best treatment is prevention 
which in a considerable percentage of cases 
consists in timely surgery of the biliary 
tract * * * The most important message 
the surgeon has for the profession, as a 
result of the increase of knowledge of pan- 
creatic disease made possible by the autopsy 
“in vivo,” is the necessity of referring in- 
tractable dyspeptics to the surgeon.” 

In conclusion, I believe this a most impor- 
tant and a much overlooked pathology. We 
have felt a delicacy in making an unusual 
diagnosis. We have not been inclined to 
exercise the needful simple tests that are at 
our disposal. The internist should be able 
to reveal the frequency and treachery of the 
disease. I see no reason why it should not 
be as frequent and as treacherous as appen- 
dicitis. We are largely indebted to the 
surgeons for having compiled the data that 
will enable us to diagnose many of these 
cases in their incipiency. 





APPENDICITIS COMPLICATING 
PREGNANCY. 
Cuarces L. JeNNiNGs, M. D., 
Jacksonville, Fla. 
Appendicitis in pregnancy is a complica- 
tion that has been called to the attention of 
the profession on many occasions by many 








wri 
can 

I 
exis 
pro 
and 
con 
pres 
ally 
iS $1 
mot 
tox 
In1 
of | 
and 
typl 
and 

T 
all 
stan 
olog 
anat 
surg 
mak 
of it 
cert. 
fam 
disp 
ture 
addi 
som: 
arte 
here 
the 
pen¢ 
appe 
tive 
an a 
isa 
for 
stipa 
kno\ 
mon 
rule 
nanc 
indi 
man. 
oper 





com- 

and 
iting 
pain, 
a, or 
omit- 
Is of 


lyco- . 


sy to 
elop- 
lency 
‘eatic 
reon, 
1s of 
cute 
n So, 
ther- 
ition 
“ases 
liary 
sage 
AS a 
pan- 
opsy 
- in- 
por- 
We 
sual 
1 to 
e at 
able 
the 
not 
Den- 
the 
that 
1ese 


ws 








JENNINGS: APPENDICITIS COMPLICATING PREGNANCY 83 


writers, but the importance of the condition 
can not be too strongly emphasized. 

Pregnancy is a normal condition, that 
exists in the female for a period of ap- 
proximately two hundred and eighty days, 
and unless complicated by some pathological 
condition, is without danger to her. The 
pregnant woman is not rendered immune to 
anv disease, by reason of the pregnancy, but 
is subjected to certain diseases that are com- 
mon only to the pregnant state, as the 
toxemias of pregnancy including eclampsia. 
In many diseases occurring during the state 
of pregnancy the rapidity of their course 
and the mortality rate are increased, such as 
typhoid fever, tuberculosis, heart, kidney 
and liver lesions. 

The vermiform appendix is familiar to us 
all from an anatomical and pathological 
standpoint, but little is known of its physi- 
This little portion of the human 
dealt with 


ology. 
anatomy is more commonly 
surgically than any other portion of our 
make up. Acute or chronic inflammation 
of it is known as appendicitis, and produces 
certain symptoms which are more or less 
familiar to all of us. The appendix is pre- 
disposed to disease by its anatomical struc- 
ture and location. Some authorities give an 
additional blood supply to the appendix in 
some females, as a branch of the ovarian 
artery, in the appendiculo-ovarian ligament ; 
here there is a direct connection between 
the female generative organs and the ap- 
pendix, through the circulation; hence the 
appendix may be infected from the genera- 
tive organs. While the appendix is always 
an abdominal organ in the male, at times it 
is a pelvic organ in the female. The causes 
for appendicitis are variously given. Con- 
stipation is given as one of the causes; we 
know that constipation is much more com- 
mon in the female than the male and as a 
rule constipation is increased during preg- 
nancy. Some diseases predispose the 
individual to appendicitis. No doubt that 


many of you have seen and some have 
operated on a case of appendicitis (with all 


of the cardinal symptoms) and after removal 
of the appendix, the patient would pass 
through a typical course of typhoid fever. 
I once removed an appendix that was dis- 
tended with pus and in such a state of acute 
inflammation, with free fluid in the abdomi- 
nal cavity, that drainage was instituted. in- 
stead of my patient’s temperature falling as 
I felt it should, it steadily rose and my 
patient passed through a typical case of 
typhoid fever, giving a positive Widal, the 
wound healing without the discharge of pus. 
Acute inflammations in distant parts of the 
body, as tonsillitis, pharyngitis, pneumonia, 
etc., often predispose to appendicitis. 

Pregnancy per se is never a cause of 
appendicitis, but is not infrequently com- 
plicated by appendicitis. Appendicitis com- 
plicating pregnancy may be a_ primary 
attack, but more frequently it is a recurrent 
one: pregnancy here may predispose to the 
attack, in that there is an increased vascu- 
larity of the pelvic organs, the appendix hav- 
ing become a pelvic organ, either by reason 
of its normal location, or it has become a 
pelvic one due to one or more previous 
attacks of appendicitis, causing adhesions to 
the uterus or its appendages. Increased 
constipation during pregnancy may bring on 
a recurrent attack. 

The diagnosis of this complication is not 
so easily made during the early weeks or 
months of pregnancy, as during the latter 
The diagnosis during the puer- 
perium is often most difficult. In making a 
diagnosis, a clear history, laying great 
stress on the past history as to similar 
attacks, is very important. Tubal pregnancy 
of the right side before rupture or abortion 
occurs is difficult to differentiate ; here, for- 
tunately for the patient, our error of 
diagnosis is shown at the operation, a very 
unfortunate mistake if the diagnosis is made 
after rupture has occurred. 


weeks. 


Appendicitis complicating pregnancy, 
whether in the early or late months, is a 
serious complication and should be looked 
for by all physicians who do obstetrics. It 
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is not a rare condition, hundreds of cases 
having been reported in literature during the 
last decade and no doubt, like ectopic preg- 
nancy, were numerous before our methods 
of diagnosis were as complete as today. 
When a woman, who is pregnant, presents 
herself for care during the months that she 
is to pass through before parturition, ques- 
tion her closely, and if she complains of pain 
and nausea, do not feel that she is having 
the usual subjective symptoms of pregnancy. 
At times no doubt many of their pains are 
exaggerated and at times due to stretching 
of ligaments or congestion of the ovaries as 
many have unfortunately been told. Do not 
feel that we have done our duty in giving 
her a prescription for a sedative and telling 
her that she will be all right. Carefully 
examine her, never be in a hurry with an 
expectant mother, but use all your means in 
making a true diagnosis. A very important 
means in making a diagnosis, where there 
is any doubt, is the use of the microscope, 
in making a blood count. It has been said 
“that a leukocytosis is sometimes found in 
I have never seen it, 
have never 


normal pregnancy.” 
as the normal pregnancies 
required a leukocyte count in my practice. 
It is the cases that have pain associated with 
nausea that do require the aid of the micro- 
scope. All works on obstetrics give as one 
of the subjective symptoms of pregnancy, 
nausea and vomiting, or morning sickness. 
This morning sickness very often lasts all 
day and at times during the night; here we 
must be careful not to overlook pain with 
these cases. No doit that quite a number 
of cases of hyperemesis gravidum are due 
to a chronic append.x, many cases are due 
to toxemia, from other causes, and a few 
are due to nervousness, as is so often given 
as a cause. Two cases coming under my 
care were given immediate relief on the 
removal of a chronic appendix, with ad- 
hesions. In one case the appendix was 
bound up in a mass with the right ovary 
and tube and contained a large concretion. 


The location and degree of pain suffered 


varies as in the nonpregnant state. The 
location of the pain may be influenced by 
the size of the uterus. Like other diseases 
complicating appendicitis — is 
more rapid in its course and the mortality 
No doubt the mortality rate can 


pregnancy, 


is higher. 
be lowered by more careful diagnosis and an 
early operation. 

The treatment in all cases of appendicitis 
is the same, that is operative. The opera- 
tion should be done as early as possible 
after the diagnosis is made. Do not feel 
that because she has had previous attacks, 
that you can use palliative treatment and be 
conservative. It matters not at what month 
of gestation the patient is, if the diagnosis 
is made, and operative treatment instituted, 
the mortality will be less than if the delay 
treatment is used. The operation does not 
have any deleterious effect on the pregnancy. 
The delay or palliative treatment is always 
dangerous in any case of appendicitis and 
much more so when complicating pregnancy. 
In pregnancy, the nearer full term the pallia- 
tive treatment is used, the higher the 
mortality. Luckily for the mother, the 
product of conception and the physician, this 
complication is more frequent during the 
early months of pregnancy. Baker quotes 
Babler as saying “that the mortality of 
appendicitis complicating pregnancy is the 
mortality of delay,” and this is true. 

During the puerperium do not overlook 
pain and nausea with tenderness over the 
abdomen. As a rule these cases so closely 
resemble puerperal sepsis that a diagnosis is 
difficult and as a rule are treated for sepsis, 
and diagnosed when die’ patient is operated 
on for abscess or general peritonitis. One 
case occurring in my own practice will long 
be of service to me. 

During the past six years I have had nine 
cases, seven of which occurred before the 
sixth month, as follows: four before the 
fourth month, two during the fourth month, 
one during the fifth month, the eighth case 
was Juring the latter part of the sixth month 


and was a drainage case. This case had a 
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post cecal gangrenous appendix and was my 
first case. This case had been treated by me 
during the early months of pregnancy for 
stretching of ligaments, congestion of the 
ovary and stone in the ureter. The true 
diagnosis being made after rupture oc- 
curred. This patient made a good recovery 
and went to full term, had a hard labor 
delivering by breech. The labor developed 
a ventral hernia, which the patient still has 
as evidence of a “bum” diagnosis. 

The ninth case was one occurring during 
the puerperium and was my second case. 
This patient had been treated by another 


physician during the early months for 
cramps, indigestion, congestion, etc. 
the patient while in labor for the first time, 
and delivered her of a dead baby, the history 
and appearance of the child showing that it 
had been dead for ten days. On the sixth 
day of the puerperium at two a. m. the 
patient began to have severe pains in the 
The pain was of a 


I saw 


abdomen and vomiting. 
cramp-like nature and so severe that a 
hypodermic of morphia was given. I made 
a diagnosis of infection and had visions of 
my patient and reputation fast leaving me. 
In the evening the patient was _ worse, 
abdomen greatly distended, pains still cramp- 
like and continuous vomiting. Turpentine 
stupes were used, high enemas of soap suds 
and glycerine given, but patient’s condition 
became worse. The vomiting began to have 
a fecal odor ; then my diagnosis was changed 
to intestinal obstruction. The patient was 
sent to the hospital and operated on. A 
median incision was made; all the small 
intestines were great'y distended. At the 
illio cecal valve, an obstruction was located 
and found to be greatly inflammed and en- 
larged appendix binding the ilium down and 
causing a complete obstruction. The ap- 
pendix was removed and the abdomen closed 
without drainage. The patient made a good 
recovery, in spite of her treatment before 
operation. 

In all of my cases there was a past history 
In one case there 


of one or more attacks. 
was a history of five distinct attacks over a 


period of three years; in this case the ap- 
pendix was found adherent to the broad 
ligament and right ovary. This patient had 
a morning sickness lasting the entire twenty- 
four hours, associated with cramp-like pains 
in the right side, low down. The subjective 
symptoms resembled closely those of ectopic 
pregnancy, and on bimanual examination a 
mass was felt in the right side, and a prob- 
able diagnosis of ectopic pregnancy was 
made until a blood count showed a leukocy- 
tosis of ten thousand five hundred. An im- 
mediate operation was advised and con- 
sented to. The patient made a _ quick 
recovery and was entirely relieved of pain 
and vomiting for the rest of her period. 
This was one of the early cases—three 
weeks. (One case seen by me in consultation 
and from the past and present history, a 
diagnosis was made of a post cecal appen- 
There was a history of three 
previous attacks. This was a case of 
pernicious vomiting that was given immedi- 
ate relief by removal of the diseased ap- 


dicitis. 


pendix. 
Summary. 

1. Pregnancy is a normal condition, but 
may be complicated by numerous diseases. 

2. Pregnancy is not infrequently com- 
plicated by acute or chronic appendicitis. 

3. Pernicious vomiting of pregnancy is 
sometimes due to, or increased by, a chronic 
appendicitis. 

4+. Cases of acute appendicitis may and 
have been mistaken for puerperal infection. 

5. (a) The operative treatment has no 
bad effect on the covrse of the pregnancy, 
except in abscess cases ; here the uterine wall 
may form a part of the abscess wall, and 
may be excited to too frequent contraction 
from irritations of the drainage tube, thus 
causing an abortion. (b) There is also 
danger of hernia in this same class of cases. 
These complications can be avoided if the 
diagnosis is made and early operative treat- 
ment given before rupture occurs, 

6. Pregnancy may excite an attack of ap- 
pendicitis, but pregnancy per se is never the 
cause of appendicitis. 
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REPORT OF UROLOGIC CASES.* 


E. P. Merritt, M. D., 
Atlanta, Ga. 


I have about 80 cases of gonorrheal epi- 
didymis to report in which epididymotomy 
was done under local anesthesia. Out of this 
number four were double. Gonorrheal epi- 
didymis is very easy to diagnose on account 
of the gonorrheal history and the very pain- 
ful condition that is present. 

Strapping and applications to the swollen 
part will not give the immediate and lasting 
relief, as opening and draining will. There 
is an accumulation of bloody serum and pus 
causing pressure and tension and the way 
to quickly relieve this condition is to drain. 
The swelling and pain is usually located in 
the tail or globus minor of the epididymis. 
Even if it is higher up, if the tail is opened, 
it will usually migrate down and the con- 
ditions be immediately relieved. As for the 
question of sterility. The side affected 
will, 99 times out of 100, be sterile whether 
you open it or not. This little operation 
will give immediate and lasting relief, put 
the patient on his feet immediately and ev- 
eryone concerned is very highly pleased. 

Technic: 


ordinary operation. 


The scrotum is cleaned as for 
Grasp the sac firmly, 
using very little pressure. One per cent 
cocaine solution is injected 1 to 2 inches in 
Then thrust the 
needle into the tail injecting a few drops. 
The field for operation is then anesthetized 
thoroughly. Using a sharp pointed bistoury, 
open the scrotum 
through the tissues down to the epididymis, 
then puncture the tail in several places. 
(Usually you find it hard or bonelike.) 
After this is thoroughly accomplished, pack 
with iodoform gauze, removing about 24 


the scrotum bottom part. 


for an inch, cutting 


Numbers of times the 
General 


hours afterward. 
patients will get instant relief. 
anesthesia, unless we have a hypersensitive 
patient, is not necessary. The operation can 


*Read before the Chattahoochee Valley Medical 
Association, at Alexander City, Ala., June, 1916. 


be done in the office or home and is very 
satisfactory in most cases. 
Pyelitis. 

Uncomplicated cases which get their ori- 
gin from the colon bacilli, streptococci or 
staphylococci are ofttimes easily diagnosed 
by cystoscopic examination. In severe cases 


you see the efflux of pus from the ureteral: 


orifices. Of course, in very mild cases this 
does not hold true and other means are em- 
ployed for diagnostic purposes. 

The best and most satisfactory way to 
treat the above conditions mentioned, ac- 
cording to my limited experience, is pelvic 
lavage of the affected kidney. Looking over 
the literature on the subject, it seems to be 
the opinion of many that this is the best 
treatment to employ. Some authorities ad- 
vise autogenous vaccines, while others do 
not lay much stress on them. Some use one 
drug and some another, but silver nitrate is 
used more than any other one. 

My method is as follows: 

The bladder is washed out thoroughly 
with a solution of boric acid. The cystoscope 
passed and catheter introduced into the 
ureter of affected side to the pelvis of the 
kidney—4 to 6 c.c. 1-2 per cent solution of 
silver nitrate is injected through the cathe- 
The catheter is then with- 
This pro- 


ter very slowly. 
drawn and cystoscope removed. 
cedure is kept up at intervals of from 3 to 
6 days, gradually increasing the strength of 
the solution up to 3 per cent. In the mean- 
time the bladder should be irrigated daily. 
The internal treatment, if we want alkaline 
urine, consists of giving sodium bicarbonate 
or sodoxyllin for acid urine, acid sodium 
phosphate with urotropin. I have seen very 
fine results from this treatment in cases of 
simple pyelitis. We should pronounce the 
patient cured only when the urine is free 
from bacteria. 
Exstrophy of the Bladder. 

This is a rare condition found. 
found four cases in 116,500 examined. 

Neudorfer says 9-10 die under 7 years of 


Spooner 


age. Berger found in 74 cases born with 
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PROPAGANDA 


this condition only 23 passed the twentieth 
year of life. 

“Exstrophy of the bladder, as you see, 
is not by any means common, but it is well! 
to recognize it for the sake of prognosis. 
This condition is a hernia of the walls of 
the bladder, due to developmental defect in 
the lower anterior abdominal wall, wiliuch 
permits the extrusion and eversion of the 
vesical mucosa with its accompanying 
ureteral orifices. The condition arises from 
the failure of the tissues of the embryo 
which go to form the abdominal walls to 
meet in the median line. It is analogous to 
harelip, cleft-palate and spina bifida. Often 
a woman with exstrophy is normal sexually. 
The great mortality is due to malignancy, 
pyelonephritis, hydronephrosis and _ pyelitts. 
I will give a brief report of a case: 

Child eleven months old, mother and 
father living, both in good health with good 
past histories. Child always healthy and 
normally developed except this condition 
which seems to give it very little trouble. 
The mass appeared just above the vagina 
leaving only a very small orifice. The 
ureteral orifices could not be seen. The 
urine dribbled through the centre of the 
mass and kept the diaper constantly wet 
The umbilicus was below its normal site 
and the pubic bones widely separated. 

Treatment: Surgery is the only relief 
and the success in that is very rare in one 
of these cases. There are two especial 
different surgical procedures advised: (1) 
Plastic operations of the bladder such as 
covering the bladder with skin flap, ete. 
(2) Implantation of the ureters into the in- 
testinal tract and ablation of the bladder. 





PROPAGANDA FOR REFORM. 


Cu-Co-Ba, TArrant.—From the state- 


ments of the circulars, it appears to be one 
of the copaiba and cubeb preparations which 
at one time were in vogue as a routine 
measure in the treatment of gonorrhea. 
(Jour. A. M. A., Dec. 25, 1915, p. 2257. 
PosLAM.—The A. M. A. Chemical Labor- 
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atory in 1909 found that essentially Poslam 
consisted of zinc oxide 12.01 parts, sulphur 
6.67 parts, corn starch 22.00 parts, tar oil 
15.18 parts, menthol and salicylic acid, small 
quantities ; fatty base to make 100 parts. For 
skin affections which may be benefited by 
ointments the official ointments are as effec- 
tive as the proprietary products and have the 
added advantage of being of known and 
more uniform composition. (Jour. A. M. A., 
Dec. 25, 1915, p. 2256.) 

THe Horowitz-BeeBe CANCER CURE.— 
Dr. J. W. Vaughn, Detroit, Mich., protests 
against the unauthorized use of his name in 
connection with the Horowitz-Beebe can- 
cer cure, Autolysin. A private letter writ- 
ten one week after beginning trials with the 
cure to Dr. Beveridge was made to do ser- 
vice as a testimonial in a lay magazine. 
(Jour. A. M. A., Sept. 18, 1915, p. 1048.) 

StryCHNIn Nor a Carprac Tonic.—As 
a result of investigations carried out in the 
Massachusetts General Hospital at Boston, 
Dr. L. H. Newburgh concludes that there 
is no pharmacologic or clinical evidence 
which justifies the use of strychnine in the 
treatment of acute or chronic heart failure. 
(Jour. A. M. A., Sept. 18, 1915, p. 1032.) 

VeERLIE GATLIN WRINKLE REMOVER.— 
The Verlie Gatlin Beauty and Wrinkle 
Treatment was a Denver mail order con- 
cern which promised to remove facial blem- 
ishes of all sorts and in other ways to 
make its customers (dupes) beautiful. A 
postofice fraud order has been issued 
against the promoters of this medical fake. 
(Jour. A. M. A., Sept. 18, 1915, p. 1047.) 

Wi..1AMs’ Syrup oF Mait.—The Coun- 
cil on Pharmacy and Chemistry reports 
that Williams’ Syrup of Malt is ineligible 
for New and Nonofficial Remedies because 
it is an official article marketed under an 
unofficial title; because unwarranted ther- 
apeutic claims are made for it, and because 
the claims made are apt to lead the public 
to depend on it as a curative agent in se- 
rious diseases. (Jour. A. M. A., Sept. 4, 
1915, p. 895.) 
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PERPETUATING PATENTS BY 
TRADE NAMES 
The patent on aspirin (granted Feb. 27, 
1900) (acetylsalicylic acid), controlled by 
the Bayer Company, American representa- 
tive of the Farbenfabriken of Elberfeld 
Company, will expire next year (1917). 


The Journal has previously stated that the. 


grant of this patent was regrettable and 
worked injustice to American citizens. It is 
unnecessary again to go into the grounds 
for this statement; neither in the Farben- 
fabriken’s home country, Germany, nor in 
any other country except in the United 
States, has a patent been granted for this 
product. Owing to their monopoly, the 
manufacturers have been able to exact a 
much higher price for acetylsalicylic acid, 
or aspirin, in this country than elsewhere. 
Naturally, the Bayer Company, the Ameri- 
can agents, view with disfavor the prospect 
of being compelled to share this rich field 
with competitors. The foregoing furnishes 
the answer to inquiries which have reached 
us from all over the country with regard 
to the campaign of publicity which the 
Bayer Company has inaugurated in the lay 
press. A presumably authentic and ap- 
parently candid exposition of the methods 
used and the motives behind the aspirin 
advertising is furnished in Printers’ Ink: 

“The manufacturers of aspirin are about 
to launch an extensive advertising cam- 
paign to clinch the market as far as possible 
before the expiration of their patent rights 
next year. . . . . The purpose of the 
campaign is to identify the product with 
the trademark of the Bayer Company and 
to this extent hamper competition after the 
expiration of the patent.” 

The business of the Bayer Company, the 
article goes on to say, has been hurt by the 
sale of worthless or even harmful imita- 
tions put on the market by irresponsible and 
unauthorized persons when the present war 
stopped importations from Germany. 

“The public knew aspirin, but did not 
know who made it (italics ours). " 
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When the Bayer Company, Inc., took over 
the manufacture of aspirin in this country, 
the first steps were taken to identify the 
product with the firm who made it. * * * 
Of course, there are good reasons why the 
makers were loth to advertise the product or 
to exploit their trademark. As every one 
knows, the advertising of a medical prop- 
osition is an extremely ticklish subject . 
It is easy to make a misstep. Aspirin is 
one of those proprietary drugs that are ex- 
tensively prescribed by physicians. If any- 
thing were done that might possibly as- 
sociate this drug with the patent medicines 
that are in disfavor with the profession, the 
valuable influence and cooperation of thou- 
sands of doctors might be lost. It is believed 
that this knotty phase of the question is be- 
ing answered in the present advertising. 

Since nothing is mentioned about 
‘medicine,’ ‘cures’ or ‘ailments,’ it is antici- 
pated that there will be but little objection to 
the copy. All that the advertising attempts 
to do is to link up the name ‘Bayer’ with 
aspirin. * * * The nearest the copy gets 
to medical. talk is in this sentence in very 
small type at the bottom of the advertise- 
ment, “The trade-mark “Aspirin” (Reg. U. 
S. Patent Office) is a guarantee that the 
monoacetic acid ester of salicylic acid in 
these tablets is of the reliable Bayer manu- 
facture.” 

From this it appears that, not content with 
seventeen years of monopoly, the aspirin 
people are attempting to retain a hold on the 
market in perpetuo by associating the name 
of the company with the trade name 
“aspirin.” There can be no better time than 
the present, therefore, for the medical pro- 
fession to substitute, for the nondescriptive 
name “aspirin,” the descriptive and correct 
name acetylsalicylic acid—Journal of the 
American Medical Association. 





MEDICAL CORPS, U. S. NAVY. 


The next examination for appointment in 
the Medical Corps of the Navy will be held 
on or about October 23, 1916, at Washing- 


ton, D. C., Boston, Mass., New York, N. Y., 
Philadelphia, Pa., Norfolk, Va., Charleston, 
S. C., Great Lakes (Chicago), IIl., Mare 
Island, Cal., and Puget Sound, Wash. 

Applicants must be citizens of the United 
States and must submit satisfactory evidence 
of preliminary education and medical educa- 
tion. 

The first stage of the examination is for 
appointment as assistant surgeon in the 
Medical Reserve Corps, and embraces the 
following subjects: (a) anatomy, (b) 
physiology, (c) materia medica and thera- 
peutics, (d) general medicine, (e) general 
surgery, (f) obstetrics. 

The successful candidate then attends the 
course of instruction at the Naval Medical 
School. During this course he receives a 
salary of $2,000 per annum, with allow- 
ances for quarters, heat, and light, and at 
the end of the course, if he successfully 
passes an examination in the subjects taught 
in the school, he is commissioned an assist- 
ant surgeon in the navy to fill a vacancy. 

Full information with regard to the 
physical and professional examinations, with 
instructions how to submit formal applica- 
tion, may be obtained by addressing t he 
Surgeon General of the Navy, Navy Depart- 
ment, Washington, D. C. 





MAKING GOOD INDIANS BY HAV- 
ING NO SICK INDIANS. 

Shortly after Franklin K. Lane became 
Secretary of the Interior, it was decided that 
a sick Indian is an economic loss not only to 
himself but to his family and his tribe. 
Therefore a consistent effort has been made 
to introduce preventive measures on pres- 
ervations, to improve insanitary conditions 
and to provide treatment. 

The wide-spread prevalence of tubercu- 
losis and trachoma among the Indians has 
made necessary most vigorous efforts to 
meet the health conditions on the several 
reservations. To this end earnest efforts 
have been made to afford better hospital 
facilities, the number of such hospitals hav- 
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ing been increased from 53 in 1912 with a 
capacity of 1,256, to 74 in 1915 with a 
capacity of 2,045, and more are contemplated. 

Substantial increases have also been made 
in the number of field matrons and nurses, 
and an attempt made to furnish the best 
practicable service with the appropriations 
that Congress would make possible. 

In view of the wide-spread prevalence of 
trachoma, and tuberculosis as reported by 
the investigation of the Public Health 
Service, ophthalmologists have been in- 
creased in number from three to seven, and 
the number of regular agency physicians in- 
creased from 89 to 130, and contract phy- 
sicians from 53 to 76. 

The appropriation for relief of distress has 
been increased from $200,000 to $350,000, 
the amount covered by the present bill. 

Dentists for Indians. 

Modern thought having indicated the im- 
portance of well-cared-for teeth, seven 
traveling dentists have been employed whose 
duty it is to keep the teeth of the children 
enrolled in Indian schools in the best condi- 
tion practicable. 

In an effort to improve the sanitary sur- 
roundings under which Indians must live, 
campaigns for sanitary clean-ups have been 
waged on the various reservations. 

The importance of bringing about a real 
improvement in infant mortality if the In- 
dian is to be perpetuated has been rec- 
ognized, and an earnest campaign has been 
instituted and is now in force to save the 
babies. This campaign has brought out the 
most cordial cooperation on the part of all 
employees in the service, and while the 
results can only be shown after a period of 
years its effectiveness is even now apparent. 

Some New Hospitals. 

In Montana a hospital has been con- 
structed and equipped on the Blackfeet 
Indian reservation, and a house-to-house 
health campaign has been conducted by a 
corps of experts with a view to improving 
conditions among these Indians. 

On the Crow reservation a new hospital 


has been erected and equipped. A camp 
hospital has been erected on the Flathead 
reservation and a building on the military 
reservation at Fort Spokane has been re- 
modelled into a hospital. On the Western 
Shoshone, Idaho, reservation a day school 
is being remodeled into a hospital. 


The Indian is turning more and more to. 


the white man’s physician and his medicine 
and the day of the Indian medicine man is 
rapidly passing on every reservation. This 
condition is due to the energetic and en- 
thusiastic health campaign enforced by this 
administration. 





FRAUDULENT INFANTILE 
PARALYSIS “CURES.” 


The Department of Agriculture Instructs 
Food and Drug Inspectors to Watch 
Interstate and Foreign Shipments for 
Fraudulent Remedies. 


Officials of the Department of Agricul- 
ture charged with the enforcement of the 
Food and Drugs Act expect that the out- 
break of infantile paralysis will tempt un- 
scrupulous persons to offer for sale so-called 
“cures” or remedies for this dread malady. 
They, therefore, have issued special in- 
structions to the food and drug inspectors to 
be particularly alert for interstate shipments 
or importations of medicines, the makers of 
which allege that they will cure or alleviate 
this disease, for which, at the present time, 
no medicinal cure is known. The officials 
also warn the public that any preparation 
put on the market and offered for sale as 


_being effective for the treatment of infantile 


paralysis should be looked upon with ex- 
treme suspicion. Inspectors, accordingly, 
have been instructed to regard as suspicious, 
and to collect samples of, all medicines in 
interstate commerce for which such claims 


are made. Makers of such fraudulent 
remedies will be vigorously prosecuted 
whenever the evidence warrants action 


under the Sherley Amendment to the Food 
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FRAUDULENT INFANTILE PARALYSIS “CURES” 


and Drugs Act. So-called remedies for in- 
fantile paralysis which are offered for im- 
port into the country will be denied entry. 

The food and drug officials are particu- 
larly watchful in this instance because it has 
been noted in the past that whenever a 
serious epidemic exists, unscrupulous deal- 
ers prey upon the fear or ignorance of the 
public by flooding the market with worth- 
less, hastily prepared concoctions, for which 
they assert curative properties which have 
no foundation whatever in fact. In the pres- 
ent instance, inspectors already have dis- 
covered shipments of a few such mixtures. 

The department will do everything it can 
under Federal law to protect that portion of 
the public which is extremely credulous in 
times of panic and which will grasp at any- 
thing which promises protection or relief. 
The sale of such products at this time, the 
officials point out, is particularly threaten- 
ing to the public health because many per- 
sons, relying on the false statements of 
imposters, neglect to secure competent 
medical advice. As a result, not only is the 
safety of the patient endangered, but in the 
absence of proper sanitary precautions, the 
likelihood of contagion is greatly increased. 

It must be understood, however, that the 
Federal Food and Drugs Act applies only 
to products which are shipped in interstate 
commerce, that is, from one State to an- 
other, or which are offered for import or ex- 
port, or which are manufactured or sold 
within a territory or the District of Colum- 
bia. Products which are made and consumed 
wholly within a single State are subject only 
to such State laws as may apply and are 
under the control only of State health 
officials. The Federal law does not apply, 
for instance, to patent medicines made with- 
in the State of New York and sold in New 
York City. Persons buying or using a 
“remedy” made in their own State, there- 
fore, must rely on the protection accorded 
them by their local health authorities. 


@bituary 


Joun B. Matonsy, M. D., 
of Key West. 


Dr. John B. Maloney died at the 
Kensington Hospital in Philadelphia 
on August 7th after an illness of sev- 
eral weeks. 

Doctor Maloney was a native Flor- 
idian, having been born at Key West 
November 27, 1867. Attending the 
public schools of Key West, he con- 
tinued his literary education at Bing- 
ham School, Asheville, N. C., later 
entering the medical department of the 
University of Pennsylvania, receiving 
his degree from that institution in 
1890. 

He returned to practice his profes- 
sion in his native city and soon be- 
came endeared to the entire com- 
munity, enjoying a large and lucrative 
practice—being a hard worker and 
close student. He did not, however, 
confine his activities to medical work 
but soon became interested in the gen- 
eral affairs of his home municipality. 
In 1897 he was elected mayor of Key 
West, holding office during the 
strenuous days of the Spanish-Amer- 
ican war. He also sat on the Board 
of Education for three years, was a 
member of the Florida Medical Ex- 
amining Board for a term of years, 
and also served as port health officer. 
Always having an interest in organized 
medicine, he was an active member of 
the American Medical Association, the 
Southern Medical Association, the 
Florida Medical Association and the 
Monroe County Medical Society. 

In the death of Doctor Maloney 
Florida has lost an energetic and use- 
ful citizen. The sympathy of the 
medical profession goes out to the be- 
reaved family left to mourn him, 
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NEW YORK STATE CIVIL SERVICE 
COMMISSION. 

The New York State Civil Service Com- 
mission calls attention to the opportunities 
offered to qualified physicians for appoint- 
ment to positions in the medical service in 
State hospitals, prisons, and charitable in- 
stitutions. 

Although the salaries offered seem to 
afford adequate compensation the number 
passing the examinations has not been 
sufficient to meet the needs of the service. 
An examination was recently held for prison 
physician, salary $2,000, but the number of 
competitors was very small and no one 
passed the examination. An examination 
for assistant physician in the prisons, salary 
$1,500, held at the same time produced only 
two eligibles. An examination for assistant 
physician in the State hospitals held Janu- 


ary 22, 1916, produced eighteen eligibles but 
the list was practically exhausted before July 
Ist. Another examination was held July 15th 
but only eleven competitors were secured. 

This position carries an initial salary of 
$1,200 with maintenance including quarters, 
board, laundry, etc., and the salary is auto- 
matically increased $100 a year until $1,600 
is reached when opportunity is offered for 
promotion to the next higher grade, senior 
assistant physician, at $1,800 and mainte- 
nance. 

The State Hospital Service really offers 
a career, as there is a regular line of promo- 
tion for the staff from assistant 
physician to the position of superintendent. 

Anyone interested in these examinations 
should write to the “State Civil Service 
Commission, Albany, N. Y.,” for informa- 


tion. 


medical 


Reviews from Current Literature 


INFANTILE PARALYSIS 


Lovell, W. R., A Plan of Treatment in Infantile 
Paralysis. J. A. M. A., Vol. LXVII, 1916, p. 421. 


This paper is a plea for a definite uniform 
plan for the treatment of infantile paralysis 
in all of its stages. The stages are as fol- 
lows: 

1. The acute attack which may be as- 
sumed to end when the tenderness has dis- 
appeared, a duration of from four weeks to 
three months. During this tenderness it is 
not physioligically reasonable to excite the 
peripheral connections of the affected nerve- 
centers by massage and electricity. Rest is 
the physiologic requirement, and the method 
of treatment that in practice works best. 
There is evidence that the use of hexameth- 
odenamin in monkeys diminishes the risk 
of infection, but has no effect after the 
paralysis has occurred. During this stage 
the patient should be kept quiet. Joints will 
not stiffen, hopeless muscular atrophy will 
not occur, and by this’ proceeding the 
damaged cord will have the best chance to 
repair. Deformities should be prevented by 
keeping the feet at right angles to the legs 


to avoid the most common deformity, a 
dropped foot. 

2. The second stage, or phase of con- 
ralescence, may be assumed to begin with 
the disappearance of the tenderness and to 
last two years or more, at the end of which 
period the disease has become more or less 
stationary. During this period the hemor- 
rhagic myelitis is subsiding, the perivascular 
infiltration is being absorbed, etc. This is 
the period of “spontaneous improvement,” 
which begins when the tenderness disap- 
pears and lasts almost indefinitely, diminish- 
ing in its rate as the months pass. Our 
problem at this stage is to restore the 
maximum function to affected muscles 
which are more often only weakened than 
paralyzed. 

When the acute stage is over, it is on the 
whole desirable to get the patient on his 
feet, that is, to institute ambulatory treat- 
ment. The upright position induced by 
ambulatory measures is desirable because 
the effort to balance on the feet instinctively 
excites to effort a large number of muscles 
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not otherwise to be reached, and is a valu- 
able form of muscle training. 

If the patient can walk without braces, so 
much the better. If apparatus is needed to 
permit ambulatory treatment, it should be 
used, but worn only in walking and in early 
cases not continuously. A good general 
rule with regard to apparatus is that it 
should be used when the patient can not 
stand without it, or if in standing or walk- 
ing a position of deformity is assumed, be- 
cause deformity leads to stretching of soft 
parts, and if persisted in to permanent bony 
changes. Massage apparently retards 
muscular atrophy and promotes muscular 
More than this, however, is not to be 
Its overuse is probably 


tone. 
expected of it. 
responsible for much harm. 

Electricity has been much discussed. In 
many years’ experience in treatment with 
and without electricity (used often on one 
side only with the other side as a control), 
the writer has never been able to satisfy him- 
self in a single case that it was of any value. 

Heat is of value either as radiant heat 
from electric bulbs or by some form of oven, 
because it raises the temperature of the limb, 
and thus offers more favorable conditions 
for muscular contraction, and because it 
stimulates the flow of blood to the limb. 

Muscle training is the measure of greatest 
value at this stage. It attempts to drive an 
impulse from brain to muscle to enable it if 
possible to open up new paths around 
affected centres in the cord, for the connec- 
tion between these centres with each other 
and between the centres and the muscles is 
most extensive and complex. 

Deformity occurs in many forms but the 
therapeutics of it are easily formulated. In 
the earlier stages it is generally to be avoided 
by preventing persistent malposition. If 
fixed deformity exists it must be removed 
before undertaking treatment, nonoperative 
or operative. The neglect of this rule is one 
of the most frequent causes of failure of 


treatment. Remember, the mildest measure 


that will suffice is the soundest and best. 


Fatigue and overtreatment by massage 
and exercises are detrimental factors of the 
highest importance too little attended to. 
This has been especially brought out by the 
studies by means of the muscle test, which 
has shown that a surprisingly small amount 
of excerise was detrimental to convalescent 
muscles, and in some muscles returning 
power has been wholly abolished by overuse. 
The advice often given to use affected limbs 
as much as possible is the worse advice that 
can be given. It is difficult to underuse such 
muscle, but fatally easy to injure them by 
overuse. 

3. The third stage is usually called the 
stationary stage, and begins about two years 
after the onset. The dominant requirements 
of this stage are operative and are, first, the 
correction of deformity, and, second, opera- 
tions to improve function and_ secure 
stability. Operations to improve function 
are by all experienced surgeons deferred 
until at least two years after the onset in 
order to permit recovery of muscular power 
to become as great as possible and to enable 
the mechanical conditions in the affected 
limb to become clearly defined before operat- 


ing. *, 2. 





WASSERMANN REACTION IN PREGNANCY 


Falls, F. H., and Moore, J. J.: The Value of the 
Wassermann Test in Pregnancy. Journal A. M. 
A., 1916, Vol. LXVII, p. 574. 


This report is based upon a study of 160 
ward of the Cook 
The author’s 


cases in the obstetric 
County Hospital, Chicago. 
conclusions are as follows: 

“The Wassermann reaction is of great 
value in diagnosing syphilis in pregnant 
women in whom the condition is usually 
latent. : 

“The diagnosis of this 
mothers with the institution of proper treat- 
ment will prevent the increase of syphilitic 
children and those born can be properly 
treated as early as possible. . 


condition in 


“The majority of mothers having syphilis 
are ignorant of their condition and are 
therefore improperly treated. 
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“In a series of 160 pregnant women we 
found 11.3 per cent positive Wassermanns. 

“In 116 married women 10.6 per cent 
gave a reaction. 

“In forty-four single women 13.5 per cent 
gave a positive reaction. White women were 
positive in 9.5 per cent of cases; colored 
women in 28.5 per cent. 

“Only one of eighteen giving a positive 
reaction had a history of syphilis; six gave 
histories of previous abortions; three had 
severe complications of pregnancy, as 
eclampsia and mental psychoses.”  G. R. H. 





CREOLIN IN SCABIES 


Montgomery, Douglas W.: Creolin in Scabies 
in the Infant. Archives of Pediatrics, July, 1916, 
Vol. XXXITI, p. 525. 


Since scabies in infancy calls for a non- 
irritating parasiticide, in this respect creolin 
is admirable. While sulphur is the best 
remedy for scabies, it is often too irritating 
for use in infancy. 

Balsam of Peru is not quite so good and 
is difficult to obtain absolutely pure. 
Betanaphthol is effective but often causes 
toxic results when locally applied. The 
author claims good results from the use of 
creolin 10 parts, green soap 30 parts, and 
benzoinated lard 60 parts. The green soap 
may be omitted if it proves irritating. 

J.D. L. 





ASTHMA IN CHILDREN 
Talbot, Fritz B.: Asthma in Children, Its Rela- 
tion to Anaphylaxis. Boston Med. and Surg. Jour- 
nal, Aug., 1916, Vol. CLXXYV, p. 191. 


The histories of most cases of asthma in 
early childhood show an hereditary predis- 
position to allergy. The majority of young 
asthmatics show a sensitization to some form 
of foreign protein, which peculiarity may be 
inherited or acquired. This food idiosyn- 
crasy is directly responsible for most of the 
asthmatic attacks. Often more than one 
foreign proteid is badly tolerated, and the 
management of the case is rendered un- 
usually complicated. It is important to 
ascertain what form of protein constitutes 
the etiological factor; and this may be ac- 
complished by scarifying the skin and apply- 


ing directly the suspected protein food. If 
the child is sensitive to the food in question 
a positive reaction, characterized by the 
development of an urticarial wheal with an 
irregular outline surrounded by a_ pink 
blush, develops within from two to ten 
minutes. On obtaining a positive skin re- 
action for a particular foreign protein and 
withdrawing this protein from the diet a 
good result is almost invariably secured. If 
the patient is sensitive to too many forms of 
protein it is necessary to induce an artificial 
immunity to the sensitization by giving 
gradually increasing doses of the offending 


protein foods. i so 





CONSTIPATION IN INFANTS 
Jackson, J. B.: Constipation in Infants. Journal 
Michigan State Medical Society, Aug., 1916, Vol. 
AV, p. 369. 
The author enumerates as the more com- 


mon causes of constipation in infancy the 
abuse of cathartics, gastric indigestion, in- 
sufficient food, anal fissure, constipation in 
the mother, too much fat, too little sugar, 
too little water and boiled milk. 

Through determining the cause of con- 
stipation a rational hint of the therapeutic 
management is afforded. 

Probably the most frequent cause of this 
trouble is the abuse of laxatives and 
cathartics, drugs of this class being given 
for almost all conceivable conditions in in- 
fancy. Attention is called to constipation 
on the part of the mother as being a condi- 
tion often overlooked in the management of 
a constipated nursling. The use of boiled 
milk is commended but its use should be 
supplemented by orange juice, meat juices 
and broths. The dietary treatment is of 
vastly more importance than drug therapy. 
It is but seldom that drugs should be 
employed in this condition. Milk of mag- 
nesia seems to be the best drug when a 
laxative is indicated. Castor oil, senna and 
cascara should but seldom be employed. 
Regular habits as to stools should be cul- 
tivated even in early infancy, and the 
employment of enemata and suppositories 
should be objured. J. D. L. 
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THE CRANIAL NERVES 
Kempfe, Louis T., The Accessory Sinuses of the 
Nose in Their Relation to the Cranial Nerves; The 
Laryngoscope, Vol. XXVI, 1916, p. 1050. 
The nasal accessory sinuses are not fully 


developed until after puberty and although 
accessory sinus disease occurs in children, 
it is much more common in adult life. 

The author reviews the topography of 
this region and explains the anatomy at 
length. 

Berger was the first to point out the rela- 
tionship between the accessory sinuses and 
the optic nerve. 

The first nerve (olfactory) is nearly 
always affected either through the conges- 
tion of the mucous membrane in which it 
lies or directly by extension of the infective 
process. 

The second nerve (optic) is the most im- 
portant with which we have to deal in this 
connection. It may be affected by (a) “ex- 
tension of the inflammatory process; (b) 
by pressure from an orbital cellulitis or an 
orbital phlegmon ; (c) by changes in its cir- 
culation.” The path of the infection may be 
either by direct continuity through the bony 
wall or by way of the lymphatics that pass 
through the cribriform plate; or by way of 
the veins. In severe cases the picture is one 
of a fulminating neuritis with severe pain 
and rapid and complete loss of vision. In 
the less severe cases there is amblyopia, cen- 
tral scotoma, color scotoma and contraction 
of the visual and color fields. The preserva- 
tion of vision and even of life is dependent 
upon prompt intra-nasal operation. 

Disease of the sphenoid is the one which 
most frequently affects the optic nerve. 

The third, fourth and sixth (oculo-motor ) 
are affected from this same cause and many 
cases of oculo-motor paralysis have been 
reported from this cause. Relative to the 
fifth nerve (trigeminus), many cases of 
very severe facial neuralgia have been re- 


ported and the dreaded gasseria ganglia 
operation has been avoided by timely inter- 
ference in the sinuses. 

Conclusions. 

1. Involvement of the nerve trunks and 
ganglia is possible by direct extension or by 
way of the blood and lymph streams. 

2. The sinuses depart in their anatomical 
relations from the classical description and 
their variation may cause unusual and ap- 
parently unrelated groups of symptoms. 

3. Symptoms of nerve involvement may 
be the signs of profound involvement of im- 
portant structures, 

4. Early operative measures in diseases 
of the accessory sinuses would prevent most 
of these cases from getting beyond the 
confines of the nose. W. S. M. 





PATHOGENIC YEASTS 

Grover, Arthur L.: Yeasts, Probably Pathogenic, 
in Throat Cultures. Journal Infectious Diseases, 
July, 1916, p. 89. 

Grover calls attention to the large propor- 
tion of throat cultures which show yeast- 
like organisms. He examined 90 cultures 
and gives tables of cultural characteristics, 
both in ordinary media and special sugar 
media. 

Fifty-six of these were apparently yeasts ; 
three were of the oidium group; two lepto- 
thrix ; twenty were molds; in nine cases no 
fungus was recovered. 

He has recovered seventeen distinct vari- 
eties of yeasts. These were tested in guinea 
pigs. All but four gave lesions, general 
glandular involvement when inoculated sub- 
cutaneously. When inoculated into the 
abraded mucus membrane they gave a dirty 
yellow false membrane of greater or less ex- 
tent. : 

He concludes that yeasts are a factor in 
so-called throat infections, particularly when 
convalescence from diphtheria is prolonged 


or complicated. E. G. B. 





Publisher’s Notes 


hay fever and its irregular appearance, 
either as the early-summer variety or the 
so-called autumnal catarrh, it is evident that 


HAY FEVER AND ITS COMPLEXI- 
TIES. 
Because of the protean manifestations of 





96 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


no single therapeutic agent can eliminate, or 
even modify, the symptoms in all cases. 
Each individual sufferer presents problems 
that pertain peculiarly to himself, and other 
than the vasomotor relaxation of the up- 
per respiratory tract, which is common to 
all, there are no uniform underlying patho- 
logic changes. 

These cases may be divided into three 
classes: those in which the neurotic element 
is the predominating feature ; those wherein 
a general systematic condition, as lithemia, 
seems to stand out conspicuously, and— 
much the largest class—those in which the 
affection is intimately associated with the 
presence of pollen in the atmosphere. 

Undoubtedly the suprarenal substance, in 
the form of its isolated active principle, 
Adrenalin, is one of the most reliable agents 
for the treatment of hay fever. Experienced 
physicians assert that it successfully con- 
trols the symptoms in a large majority of 
cases. Adrenalin chloride solution and 
Adrenalin Inhalant are the preparations 
most commonly used, being sprayed into the 
nares and pharynx. The former should 
first be diluted with four to five times its 
volume of physiologic salt solution. The lat- 
ter may be administered full strength or 
diluted with three to four times its volume 
of olive oil. 





A NEW CORPORATION. 

Announcement has just been made of the 
formation of a new corporation, called the 
Victor Electric Corporation, which has pur- 
chased the business of the following firms: 

Victor Electric Company, Jackson Boule- 
vard and Robey Street, Chicago, IIl.; 110 
East 23rd Street, New York. 

Scheidel-Western X-Ray Company, 737 
West Van Buren Street, Chicago, III. ; 110 
East 23rd Street, New York. 

Macalaster-Wiggin Company, 66 Broad- 
way, Cambridge, Mass.; 154 West Lake 
Street, Chicago, Ill.; 110 East 23rd Street, 
New York. 


Snook-Roentgen Manufacturing Com- 


pany, 1210 Race Street, Philadelphia, Pa.; 
110 East 23rd Street, New York. 

The purpose of the new corporation is to 
continue the respective business policies of 
the above mentioned concerns, and by the 
elimination of waste and the development of 
cooperative service, be better able to serve 


more efficiently the interests of the medical. 


profession. 

The sales and service organization will be 
much more comprehensive than heretofore, 
it being the plan to continue all of the 
present branch offices and open new ones in 
all sections of the country so that ultimately 
no member of the profession, no matter 
where located, will be more than a few hours 
distance from a trained man, who can render 
intelligent and efficient service. 

By maintaining a research department to 
cooperate with the profession in the develop- 
ment of this science, it is expected that more 
rapid progress can be made than has been 
heretofore, and a_ greater cooperation 
secured with the profession as a whole. 

The new corporation announces that it 
expects to conduct its business in an entirely 
ethical manner, believing that there is a 
standard of ethics in business that conforms 
exactly with our ethics and traditions. 

It is also the purpose of the new corpora- 
tion to make every customer feel that the 
pleasant relations existing between them and 
the various firms will be continued. They 
wish it to be known that repair parts and 
supplies for the apparatus of the constituent 
concerns may be obtained at any of the 
afore-mentioned addresses. 

The stabilization of this industry is an- 
other great advantage which, with the added 
economy of production, assures the profes- 
sion of the greatest values and a conduction 
of the businesS§ along sound financial lines. 

The names of those associated with its 
management, who formerly had charge of 
the respective merged companies, are men 
of high calibre and recognized ability and 
warrant us in wishing the new corporation 
the best of success. 
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